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A  STUDY  OF  FACTORS 
AFFECTING  PHYSICIAN  REMUNERATION 
IN  STAFF  MODEL  HMOS  AND  GROUP  PRACTICES 


1.0     PROJECT  OVERVIEW 

This  two-part  study  was  initiated  by  HCFA  in  mid-1989  at  a 
time  when  the  agency  was  still  exploring  various  alternatives  for 
reforming  Medicare  physician  payment.     Its  intent  was  to  document 
various  methods  used  in  the  private  sector  to  determine  physician 
remuneration,  with  the  aim  of  identifying  additional  refinements 
to,  and  alternatives  for,  Medicare  physician  payment  reform.  Of 
specific  interest  at  the  time  the  study  was  first  funded  was 
whether  there  should  be  payment  differentials  by  board 
certification  status  and  by  specialty.     This  scope  was  expanded 
shortly  after  the  project  award  to  include  consideration  of 
payment  methods  that  account  for  physician  differences  in:  1) 
experience,  2)  patient  volume,  and  3)  productivity. 

With  the  unexpected  passage  in  November  1989  of  the  omnibus 
budget  reconciliation  legislation  that  reformed  the  Medicare 
physician  payment  methodology,  the  focus  of  the  study  changed 
slightly.     In  particular,  the  issue  of  whether  to  pay  specialty 
differentials  was  put  to  rest  by  the  new  legislation.  However, 
HCFA  remained  committed  to  a  more  general  exploration  of  the 
factors  physicians  themselves  have  accepted  as  important 
determinants  of  their  earnings.     The  study  also  explores  whether 
and  how  criteria  that,  conceptually,  should  be  important 
determinants  of  physician  income  (e.g.,  quality  of  care)  have 
been  put  into  practice. 

The  study  was  intended  to  be  exploratory  in  nature,   in  that 
it  cast  the  net  wide  in  the  hope  of  discovering  innovative 
payment  criteria  being  used  in  practice.     A  more  rigorous 
investigation  of  factors  that  appear  particularly  interesting 
could  still  be  conducted  in  the  future. 

In  the  first  part  of  this  study,  telephone  interviews  were 
conducted  with  the  universe  of  staff  model  HMOs.     Results  of 
these  interviews  indicated  that  years  of  experience,  specialty, 
administrative  duties,  and  board  certification  status  were,  by 
far,  the  most  important  determinants  of  physicians'  base  salaries 
in  these  salaried  practice  settings.     Other  criteria,  such  as 
productivity,  volume,  and  quality  of  care  were  used  much  more 
frequently  in  the  determination  of  bonus  payments  than  for  the 
computation  of  the  base  salary  amount.     These  findings  were 
consistent  across  all  types  of  staff-model  HMOs  (e.g.,  by  size, 
tax  status,  location,  etc.).     The  full  report  on  the  part-one 
results,  entitled  "Physician  Payment  Differentials  by  Board 
Certification  Status,"  was  submitted  to  HCFA  in  December  1989, 
and  is  included  here  in  Appendix  A. 
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The  second  part  of  the  study  consisted  of  a  mail  survey  of  a 
small  sample  of  physician  group  practices.     Again,   its  intent  was 
exploratory  only — to  identify  criteria  that  physicians  in  actual 
practice  have  accepted  as  important  determinants  of  their  income. 
The  remainder  of  this  report  deals  with  the  methods  and  results 
for  that  portion  of  the  study. 


2.0     SURVEY  METHODOLOGY 

2.1    Instrument  Development 

Two  similar  versions  of  the  survey  instrument  were 
developed,  with  the  type  of  questionnaire  received  by  a  group 
practice  depending  on  its  type  of  legal  organization.  Practices 
that  are  legally  organized  as  either  a  sole  proprietorship  or  a 
non-profit  corporation  received  the  shorter  version  of  the 
survey.     This  questionnaire  had  only  one  main  section  designed  to 
investigate  the  criteria  used  to  determine  compensation  of 
employee  physicians  (i.e.,  those  without  an  ownership  interest  in 
the  practice) .     In  sole  proprietorship  groups,  all  physicians 
other  than  the  proprietor  are  employees  of  the  group.     In  non- 
profit corporations,  no  member  physician  can  own  shares  in  the 
group  due  to  its  non-profit  status.     This  instrument  was  further 
subdivided  to  distinguish  between  the  factors  that  determine  base 
salary  and  those  that  determine  any  bonus  that  might  be  paid. 

Groups  organized  legally  as  either  partnerships,  business 
corporations,  or  professional  corporations  can  have  both 
shareholding  as  well  as  employee  physicians.     For  these  types  of 
groups,  a  second  version  of  the  questionnaire  contained  two  main 
sections:     one  to  explore  determinants  of  compensation  for 
employee  physicians   (as  above) ,  and  a  second  to  explore  income 
distribution  methods  used  for  physicians  with  an  ownership 
interest  in  the  group.     Again,  separate  questions  were  developed 
for  base  salary  and  bonus. 

These  instruments  were  developed  using  several  iterations 
and  in  consultation  with  the  Medical  Group  Management 
Association's  (MGMA) 1  research  branch,  the  Center  for  Research  in 
Ambulatory  Health  Care  Administration  (CRAHCA) .     Both  instruments 
were  reviewed  by  selected  respondents  from  the  MGMA  membership 
prior  to  sending  the  survey  to  the  full  sample.     OMB  clearance 


1    The  MGMA  is  a  membership  organization  representing  the 
interests  of  physician  group  practices.     Approximately  4,800 
groups  belong  to  the  MGMA,  comprising  roughly  two-thirds  of  all 
physicians  practicing  in  groups  in  the  U.S.     The  membership  is 
slightly  overrepresentative  of  larger  groups. 
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was  received  for  both  instruments.     Copies  of  the  questionnaires 
are  included  in  Appendix  B. 

2.2     Sample  Selection 

In  all,  160  free-standing  or  hospital-affiliated  group 
practices  were  selected  from  the  membership  list  of  the  MGMA  for 
inclusion  in  this  sample.     The  sample  was  stratified  by  type  of 
legal  organization  and  size  of  group  (number  of  FTE  physicians) . 
For  four  of  the  five  types  of  legal  organization,  all  groups 
included  in  the  sample  were  groups  that  had  previously  responded 
to  the  MGMA 1 s  1991  Physician  Production  and  Compensation  Survey. 
This  selection  strategy  was  adopted  in  an  effort  to  increase 
response  rates  for  the  present  survey;  these  groups  had  already 
demonstrated  a  willingness  to  respond  to  a  mail  survey.     Only  a 
handful  of  sole  proprietorship  groups  responded  to  that  MGMA 
survey,  however,  so  the  sample  for  this  type  of  group  was 
selected  from  the  universe  of  MGMA  members  legally  organized  as  a 
sole  proprietorship. 

For  all  five  types  of  legal  organization,  the  samples  were 

chosen  by  selecting  a  proportion  of  the  eligible  universe?  these 

proportions  ranged  from  10  to  50  percent,  and  varied  inversely 

with  the  size  of  the  universe  as  shown  in  Table  1. 


Table  1 

Sample  Selection  Rates  by  Type  of  Legal  Organization 

Type  of  Legal                 Eligible  Sampling  Sample 

Organization                   Universe  Rate  Size 

Professional 

Corporation                      719  10%  72 

Partnership                          93  20%  19 
Nonprofit 

Corporation                        4  0  50%  20 
Business 

Corporation                        73  40%  29 

Sole  Proprietorship            40  50%  20 


TOTAL  SAMPLE  SIZE  160 
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Given  the  total  number  of  each  type  of  group  to  be  selected, 
disproportionate  sampling  was  used  to  select  a  higher  proportion 
of  larger  groups,  for  which  the  remuneration  methods  were 
expected  to  be  more  complex  and  innovative.     This  was 
accomplished  by  examining  the  distributions  of  the  size  of  the 
group  by  type  of  legal  organization.     Groups  with  fewer  than  two 
FTE  physicians  or  more  than  100  were  excluded  at  this  stage.  For 
all  legal  organizations  except  the  sole  proprietorships, 
approximately  one-third  of  the  groups  had  fewer  than  six  FTE 
physicians,  while  two-thirds  had  six  or  more  FTEs.     Using  six 
FTEs  as  the  threshold,  approximately  2  0  percent  of  the  desired 
sample  size  was  chosen  from  the  smaller  groups  and  80  percent 
from  the  larger  ones. 

The  sole  proprietorship  groups  tend  to  be  much  smaller  on 
average  than  other  types  of  groups.     Of  the  approximately  40  such 
groups  listed  in  the  MGMA  membership,  we  selected  the  15  largest 
and  2  0  percent  of  the  remaining  smaller  ones  (for  a  total  of  20 
groups) . 

2.3     Field  Methodology 

The  survey  was  fielded  by  mail,  using  a  second  follow-up 
mailing  to  nonrespondents  three  weeks  after  the  first  mailing. 
Three  weeks  after  that  second  mailing,   follow-up  phone  calls  were 
made  to  all  remaining  nonrespondents  to  urge  them  to  complete  the 
survey.     Replacement  surveys  were  mailed  to  these  respondents 
when  necessary. 

As  the  surveys  were  returned,  they  were  checked  for 
completeness,  comprehensibility ,  and  internal  logical  consistency 
of  the  responses.     A  second  set  of  follow-up  phone  calls  was  made 
as  needed  to  clarify  responses  and  obtain  missing  information. 

To  code  the  data,  coders  began  by  reading  through  all  of  the 
returned  surveys  to  develop  a  feel  for  the  data  (much  of  which 
consisted  of  responses  to  open-ended  questions) .     They  then 
developed  finite  lists  of  responses  to  reflect  the  range  of 
answers  given  to  the  open-ended  questions,  and  agreed  upon  the 
principles  that  would  be  applied  in  coding  the  surveys.     The  job 
of  coding  was  divided  among  two  coders,  each  of  whom  checked  the 
other's  work  to  ensure  the  consistent  application  of  coding 
principles.     Any  discrepancies  discovered  in  this  manner  were 
flagged  and  resolved  in  subsequent  discussions. 

Two  data  entry  personnel  independently  keyed  all  of  the 
coded  surveys  into  separate  DBASE  data  files.     These  computerized 
files  were  then  compared  record  by  record  in  order  to  identify 
errors  arising  from  data  entry.     When  differences  were 
identified,  the  hard  copy  of  the  survey  was  used  to  determine 
which  entry  was  correct,  and  the  appropriate  corrections  were 


-4- 


made  to  one  data  file.  The  end  result  of  this  process  was  a 
single  data  file  with  all  known  data  entry  errors  corrected. 

As  a  final  step  in  the  cleaning  of  these  data  prior  to 
analysis,  a  large  number  of  crosstabs  were  produced  to  check  that 
the  coding  of  nested  questions  reflected  the  skip  patterns  in  the 
survey.     For  instance,  all  respondents  answering  "yes"  to  a  given 
lead  question  would  have  been  expected  to  provide  a  response  to 
all  relevant  subquestions ,  whereas  those  answering  "no"  or  those 
for  whom  the  question  was  not  applicable  should  not  have  answered 
the  follow-up  questions.     Records  deviating  from  the  expected 
pattern  were  identified,  their  surveys  referenced,  and 
appropriate  corrections  made  to  the  final  data  set.     In  some 
cases,  both  coders  had  made  the  same  mistake  in  coding  logic; 
other  times,  both  data  entry  personnel  had  entered  the  coded  data 
incorrectly.     Thus,  this  final  cleaning  step  served  as  an 
important  doublecheck  on  the  earlier  safeguards. 


3.0     SURVEY  RESULTS 

3.1  Response  Rates  and  Description  of  Respondents 

Response  rates  and  characteristics  of  responding  groups  are 
presented  in  Table  2.     Overall,   54  percent  of  all  groups  surveyed 
returned  a  questionnaire  with  useable  data.     This  varied  from  a 
low  of  25  percent  for  groups  organized  as  a  sole  proprietorship 
to  a  high  of  65  percent  for  professional  corporations. 

The  vast  majority  of  responding  groups  were  free-standing  as 
opposed  to  either  hospital-based  or  hospital-affiliated.  The 
groups  were  almost  evenly  divided,  however,  between  single  and 
multi-specialty  groups.     On  average,  the  responding  groups  had 
about  17  full-time  equivalent  physicians,  and  had  been  in 
existence  for  a  little  over  31  years.     As  expected,  the  sole 
proprietorship  groups  were  much  smaller  in  size,  tended  to  be 
single  specialty,  and  had  a  much  lower  average  age.  Nonprofit 
corporations  had  also  been  in  existence  for  much  less  time  than 
average. 

3.2  Overall  Compensation  Methods 

From  Table  2  we  know  that  71  responding  groups  (the 
professional  corporations,  the  partnerships,  and  the  business 
corporations)  were  of  the  type  that  we  would  expect  to  have 
shareholding  physicians.     One  of  these  groups  responded  that,  in 
fact,  it  did  not  (being  entirely  owned  by  a  hospital) .     Thus,  70 
groups  provided  answers  about  how  the  group 1 s  income  is 
distributed  among  its  shareholding  physicians.     All  86  responding 
groups  could  have  had  employee  physicians;  however,   18  responded 
that  they  did  not.     Thus,  68  groups  provided  answers  about  income 
determination  methods  used  to  remunerate  employee  physicians. 
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Overall  compensation  methods  for  employee  and  shareholding 
physicians  are  presented  in  Table  3.     Not  surprisingly,  methods 
that  are  more  risk  averse  are  used  much  more  frequently  for 
employee  physicians.     In  many  instances,  these  employee 
physicians  are  recent  additions  to  a  group;  either  they  must 
accept  a  relatively  fixed  salary  while  they  demonstrate  their 
worth  to  the  group  before  becoming  shareholders,  or  they  are 
given  a  grace  period  of  one  to  several  years  during  which  their 
earnings  are  less  subject  to  the  downside  risks  of  low 
production.     Straight  salary  without  bonus  is  used  by  more  than 
one-quarter  of  the  groups  with  employee  physicians.  Another 
three-fifths  of  these  groups  use  either  a  salary  plus  bonus 
method,  or  a  guaranteed  minumum  with  additional  pay  if  the 
physician's  production  exceeds  a  minimum  threshold.     Only  six  of 
the  groups  base  an  employee  physician's  earnings  completely  on 
his  or  her  production. 

In  stark  contrast,  shareholders'  earnings  in  21  of  the  70 
responding  groups  are  completely  dependent  upon  production; 
another  2  0  groups  incorporate  production  into  the  compensation 
determination  to  a  lesser  degree.     Correspondingly  fewer  groups 
use  either  a  salary  or  a  guaranteed  minimum  mechanism  to 
remunerate  their  shareholding  physicians.     Finally,  nearly  one- 
fifth  of  these  groups  divide  all  of  their  dispersable  income 
equally  among  the  shareholding  members;  this  method  was  not  used 
at  all  among  employee  physicians. 

3.3    Use  of  Specific  Criteria  to  Determine  Base  Salary  and 
Bonus 

As  can  be  seen  from  the  survey  instruments  presented  in 
Appendix  B,  respondents  were  queried  in  some  detail  about 
whether,  and  how,  a  range  of  criteria  are  used  to  determine 
either  the  base  salary  or  the  bonus  pay  for  employees  and 
shareholders  (considered  separately) .     These  criteria  range  from 
those  that  would  be  most  easily  measured,  such  as  volume  of 
patients  seen  and  years  of  experience,  to  those  that  are  less 
tangible,  such  as  quality  of  care  and  patient  satisfaction.  The 
number  of  groups  using  each  of  these  criteria  are  presented  in 
Table  4  for  ease  of  reference.     Results  for  each  factor  are 
discussed  in  detail  below. 

3.3.1    Use  of  "Volume"  and  "Productivity"  as  Payment 
Criteria 

o    Definition  of  "Volume"  and  "Productivity" 

When  HCFA  expanded  the  scope  of  this  project  to  include 
consideration  of  "volume"  and  "productivity"  as  payment  criteria, 
these  terms  were  left  undefined.     Definition  of  the  term  volume 
was  fairly  straightforward,  and  in  this  survey  volume  was  defined 
simply  as  the  number  of  patient  visits  or  encounters  produced  by 
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Table  3 


Overall  Compensation  Methods 
for  Employee  and  Shareholding  Physicians 


Overall  Compensation  Method 

Employee 
Physicians 

Shareholding 
Phvsicians 

(N=68) 

(N=70) 

100%  equal  share 

0 

13 

Straight  salary 

18 

1 

Salary  plus  bonus 

22 

6 

1  -  50%  production;  remainder 
other  means 

2 

4 

51  -  75%  production;  remainder 
other  means 

0 

8 

76  -  99%  production;  remainder 
other  means 

0 

8 

100%  production 

6 

21 

Guaranteed  minimum;  production 
if  greater 

20 

8 

Other 

0 

1 
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the  physician.     But,  recognizing  that  all  visits  are  not  equal  in 
complexity,  we  also  asked  those  groups  that  base  payment  on 
volume  whether  adjustments  are  made  for  variation  in  the  amount 
of  time  required  to  treat  different  types  of  patients.     In  other 
words,  do  groups  paying  according  to  the  number  of  visits 
produced  attempt  to  avoid  penalizing  their  physicians  who  produce 
fewer,  but  more  complex,  visits? 

"Productivity,"  on  the  other  hand,  could  have  a  number  of 
operational  definitions.     The  most  common  and  easily  understood 
definition  was  actually  of  a  related  concept — "production" — 
defined  to  mean  the  amount  of  revenue  a  physician  generated  for 
the  group.     The  question  of  whether  production  was  used  as  a 
basis  for  physician  remuneration  was  asked  directly  on  the 
survey.     However,  we  were  also  looking  for  criteria  that 
reflected  a  more  precise  meaning  of  the  term  productivity  by 
considering  not  only  what  the  physician  produced  for  the  group, 
but  also  controlled  for  differences  in  the  amount  of  resources 
used  in  that  production. 

Toward  that  end,  two  additional  questions  were  developed  in 
an  attempt  to  uncover  use  of  payment  criteria  that  might  be 
thought  of  as  more  reflective  of  the  physician's  productivity. 
One  of  these  questions  was  the  time  adjustment  follow-up  question 
described  above  for  groups  that  base  payment  on  the  volume  of 
patient  visits.     The  other  question,  asked  of  all  groups,  was 
whether  adjustments  to  the  base  salary  or  bonus  were  made  to 
account  for  differences  across  individual  physicians  in  the 
amount  of  group  resources  they  used  to  treat  patients.  Answers 
given  to  all  of  these  questions  about  volume  and  productivity  are 
discussed  below. 

o    Use  of  Patient  Volume  and  Visit  Time  Adjustments 

Very  few  of  the  responding  groups  reported  using  the  volume 
of  patients  seen  as  a  determinant  of  either  base  salary  or  bonus. 
In  fact,  as  seen  from  Table  4,  this  factor  was  used  explicitly  by 
only  two  of  68  groups  as  a  basis  for  employee  physicians'  base 
salary,  and  by  only  one  of  70  groups  as  a  basis  for  shareholders' 
base  salary.     Four  of  the  4  0  groups  paying  a  bonus  to  employee 
physicians  reported  using  volume  to  calculate  the  bonus,  while 
only  one  of  the  39  groups  with  shareholder  bonuses  answered  that 
volume  was  considered. 

In  each  instance,  a  handful  of  other  respondents  stated  that 
volume  was  considered,  but  their  description  of  how  this  factor 
was  taken  into  account  made  it  clear  that  volume  was  considered 
only  in  as  much  as  it  was  a  determinant  of  production.  For 
example,  "more  patients  seen  means  more  revenue  produced  for  the 
group"  was  a  typical  response  given  by  these  groups.  Since 
production,  rather  than  volume  of  patients  per  se,  was  the  factor 
ultimately  considered  in  these  cases,  groups  responding  in  this 
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manner  were  not  considered  to  use  volume  explicitly  to  compute 
remuneration . 

One  group  using  volume  explicitly  for  its  employee 
physicians'  base  salary  determination  compared  each  employee 
physician's  production  of  visits  with  that  of  other  physicians  in 
the  group.     Each  employee  physician  in  this  group  had  time 
allowances  built  into  his  or  her  schedule  of  visits,  and  these 
were  used  to  adjust  the  straight  visit  comparison.     This  was  the 
only  group  that  made  any  attempt  to  adjust  for  the  time  involved 
in  producing  the  visit. 

For  shareholders'  base  salary  determination,  one  group 
incorporated  patient  visit  credits  into  the  formula,  but  no 
attempt  was  made  by  this  group  to  adjust  for  differences  in  visit 
complexity  and  length. 

Volume  of  visits  was  found  to  enter  into  the  bonus 
determination  in  a  number  of  ways.     These  ranged  from  a 
subjective  consideration  of  patient  volume  in  the  annual 
performance  review  used  to  set  the  bonus,  to  more  objective 
methods  such  as  providing  a  supplementary  payment  for  all  visits 
above  a  predetermined  threshold  or  using  patient  volume  to 
determine  the  variable  expense  allocation  needed  to  compute  the 
bonus . 

o    Use  of  Revenue  Produced 

In  contrast  to  the  situation  with  patient  volume,  revenue 
production  was  the  most  frequently  used  determinant  of  either 
base  salary  or  bonus,   for  both  employee  and  shareholding 
physicians  (as  can  be  seen  from  Table  4) .     Twenty-four  of  the  68 
groups  with  employee  physicians  (35  percent)  used  production  as  a 
factor  in  determining  their  physicians'  base  salaries.  This 
proportion  was  even  higher  among  shareholding  physicians,  for 
whom  roughly  two-thirds  of  all  reporting  groups  (45  of  70)  based 
their  base  salary  on  production.    As  was  seen  in  Section  3.2 
above,  shareholding  physicians  were  more  likely  than  employee 
physicians  to  have  their  remuneration  based  directly  on  their 
performance,  with  both  the  up-  and  downside  risks  that  such  an 
arrangement  implies. 

Production  was  even  more  important  in  bonus  computations. 
Thirty-three  of  the  4  0  groups  paying  a  bonus  to  employee 
physicians  (83  percent)  used  production  in  computing  that  bonus, 
as  did  27  of  the  39  groups  paying  shareholder  bonuses  (69 
percent) .     This  result,  too,  is  consistent  with  the  findings  on 
overall  compensation  method  that  showed  employee  physicians  more 
likely  than  shareholders  to  be  paid  under  risk-averse 
arrangements  such  as  "salary  plus  bonus"  or  "guaranteed  minimum 
with  production  if  greater" . 
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Groups  responding  that  they  used  production  were  asked  how 
production  was  defined.     The  most  frequent  answer  given  was  some 
variation  on  "collections".     Usually  this  term  was  defined  as 
gross  charges  minus  items  such  as  bad  debt  and  PPO  discounts.  As 
such,  collections  represents  the  amount  of  revenue  actually 
brought  into  the  group.     Surprisingly,  a  number  of  groups  said 
that  they  computed  production  using  "gross  charges"  only.  This 
approach  would  give  individual  physicians  production  credits  even 
when  revenue  might  not  have  been  realized  for  the  group. 

Groups  using  production  were  also  asked  whether  they 
included  ancillary  services  in  the  base  used  to  compute 
production.     This  practice  was  more  prevalent  for  shareholding 
physicians  than  it  was  for  employee  physicians.     Roughly  4  0 
percent  of  employees 1  base  and  bonus  computations  included  some 
type  of  ancillary  service (s) ,  compared  with  approximately  two- 
thirds  for  shareholding  physicians.     The  most  common  types  of 
ancillaries  included  were  laboratory  and  X-ray  services.  A 
diverse  range  of  other  types  of  ancillaries  was  also  noted, 
varying  considerably  according  to  the  specialty  of  the  group 
(e.g.,  audiology  tests,  cast  room,  etc.).    Although  groups  were 
not  asked  directly  about  this,  unsolicited  responses  also  seemed 
to  indicate  great  variation  across  the  groups  in  whether 
physicians  were  given  full  or  only  partial  production  credit  for 
ancillary  services. 

o    Adjustments  for  Differences  in  Resource  Use 

As  discussed  earlier,  all  groups  were  asked  whether  either 
the  base  salary  or  the  bonus  is  adjusted  for  differences  across 
individual  physicians  in  the  amount  of  group  resources  used  to 
produce  services.     This  question  was  added  in  an  attempt  to 
determine  whether  physicians  are,  at  least  to  some  extent,  held 
financially  accountable  for  their  use  of  group  resources.     Such  a 
system  would  be  a  step  closer  to  rewarding  productivity  rather 
than  simply  production. 

Results  for  this  question  are  presented  in  Table  5.     Only  a 
relatively  small  proportion  of  the  responding  groups  indicated 
that  they  did  adjust  for  differential  resource  use  by  individual 
physicians.     These  proportions  ranged  from  10  to  20  percent, 
depending  on  whether  the  base  salary  or  the  bonus  was  being 
considered.     Among  those  few  groups  making  such  adjustments,  no 
discernable  pattern  emerged  as  to  the  type  of  resources  for  which 
adjustments  were  made.     Nursing/personnel,  rent/office  space,  and 
equipment/ supplies  were  all  production  costs  that  were  charged  to 
individual  physicians  differentially  according  to  their  use  of 
these  factors. 
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3.3.2     Use  of  "Experience"  as  a  Payment  Criterion 


HCFA  was  also  interested  in  learning  if  and  how  a 
physician's  "experience"  was  formally  reflected  in  his  or  her 
compensation.     Two  definitions  of  experience  were  considered  in 
this  survey.     The  first  asked  about  years  of  experience 
practicing  in  the  specialty  (whether  with  the  group  or  not) ,  and 
the  second  asked  specifically  about  years  practicing  with  the 
group . 

In  order  to  be  considered  as  giving  an  affirmative  answer 
for  either  of  these  factors,  the  respondent  had  to  indicate  that 
the  factor  was  accounted  for  explicitly  in  the  compensation 
calculation.     Formulas  that  spelled  out  specific  salary  steps 
with  years  of  experience  would  fall  into  this  category.  Less 
specific  answers,  such  as  "more  experienced  physicians  would  earn 
more  money" ,  were  not  treated  as  a  yes  response  since  they  did 
not  provide  enough  explicit  information  about  how  experience  was 
rewarded . 

As  is  clear  from  the  figures  presented  in  Table  4, 
experience  gained  with  the  practice  was  explicitly  rewarded  much 
more  often  than  was  the  more  general  experience  in  the  specialty. 
In  fact,  experience  in  the  specialty,  per  se,  was  not  rewarded 
explicitly  for  shareholding  physicians  in  any  of  the  groups 
responding  to  the  survey. 

Most  of  the  groups  basing  the  base  salary  of  employee 
physicians  on  their  years  with  the  practice  said  that  the  base 
salary  would  be  increased  by  a  specified  amount  or  percentage 
each  year,  up  until  the  time  the  employee  became  a  shareholding 
physician.     One  group  increased  the  percent  of  parity  (employees' 
earnings  relative  to  shareholders)  as  time  with  the  group 
increased.     When  employees  were  not  expected  to  become 
shareholders,  there  was  usually  still  a  specified  salary 
progression  based  on  years  with  the  group.     A  few  groups  also 
rewarded  employee  physicians  for  practice  longevity  using  the 
bonus  payment. 

Among  shareholding  physicians,  years  with  the  practice  often 
entered  into  the  salary  determination  in  much  more  complicated 
ways  than  through  the  use  of  a  simple  step  function,  although 
this  method  was  also  used  by  some  groups.     For  example,  several 
of  the  responding  groups  set  aside  a  proportion  of  their 
dispersable  income  to  be  divided  among  shareholders  on  the  basis 
of  seniority.     The  proportion  of  income  set  aside  for  this  type 
of  dispersal  ranged  from  4  to  10  percent.     The  groups  varied  on 
how  this  income  was  divided;  one  group  awarded  seniority  credits 
for  the  first  five  years  with  the  group,  another  rewarded  the 
first  eight  years,  while  a  third  did  not  begin  giving  seniority 
credits  until  after  the  physician  had  served  five  years  in  the 
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group.     Obviously,  these  arrangements  provide  somewhat  different 
incentives  for  group  loyalty. 

3.3.3  Use  of  Administrative  Duties  as  a  Payment  Criterion 

Nonclinical  work  in  the  form  of  administrative  duties  was 
also  rewarded  by  a  sizeable  proportion  of  the  groups,  being  the 
second  most  prevalent  criterion  used  for  shareholders 1  base 
salary  and  the  third  most  frequently  used  determinant  of  base 
salary  for  employee  physicians.     In  nearly  all  cases,  these  extra 
duties  were  compensated  using  a  fixed  stipend  per  time  period 
(e.g.,  quarter  or  year) ;  these  payments  did  not  vary  with  the 
amount  of  physician  time  actually  spent  performing  administrative 
duties. 

A  few  groups  did,  however,  try  to  recognize  the  variation  in 
time  required  for  their  shareholding  physicians  undertaking 
administrative  duties.     One  such  group  paid  a  fixed  stipend  each 
month,  but  allowed  for  additional  payment  if  the  administrative 
work  involved  more  than  four  hours  of  the  physician's  time. 
Another  group  paid  a  fixed  rate  per  hour  without  paying  a  base 
stipend.     Another  based  the  medical  director's  compensation  on 
the  proportion  of  time  spent  discharging  these  duties.  Still 
another  group  awarded  production  equivalents  that  reflected  the 
amount  of  revenue  the  physician  could  have  generated  in  the  time 
spent  on  administrative  duties.     Groups  using  these  types  of 
methods  to  compensate  for  administrative  duties  were  in  the 
minority,  however. 

3.3.4  Use  of  Patient  Satisfaction.  Quality  of  Care,  and 
Practice  Guidelines  as  Payment  Criteria 

From  a  conceptual  point  of  view,  devising  compensation 
schemes  that  reward  factors  such  as  patient  satisfaction,  quality 
of  care,  and  adherence  to  established  practice  guidelines  is 
attractive.     Many  groups  responded  affirmatively  that  they  used 
these  factors,  particularly  for  their  employee  physicians. 
However,   in  nearly  all  cases,   it  was  clear  from  their  answers  to 
follow-up  questions  that  these  factors  were  considered  only 
implicitly,  and  were  a  condition  for  continued  employment  with 
the  group  rather  than  a  direct  determinant  of  earnings.  In 
practice,  very  few  groups  have  explicitly  incorporated  these 
hard-to-quantify  factors  into  their  compensation  formulas  (see 
Table  4) . 

All  of  those  few  groups  using  patient  satisfaction  as  a 
payment  criterion  relied  on  patient  surveys  and  concern  forms. 
Quality  of  care  was  generally  measured  through  peer  review, 
utilization  review,  and/or  patient  surveys  or  complaint  forms. 
Peer  review  from  other  physicians  in  the  practice  was  used  to 
judge  compliance  with  practice  guidelines. 
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3.3.5    Use  of  Other  Criteria 


Respondents  were  also  given  the  opportunity  to  write  in 
additional  criteria  used  by  their  group  that  had  not  been  asked 
about  directly  on  the  survey.     By  far  the  two  most  common  factors 
noted  for  base  salary  were  the  going  market  rate  and  the 
physician's  specialty.     This  was  especially  true  for  employee 
physicians;  as  would  be  expected,  groups  are  evaluating  the  local 
market  conditions  for  various  specialties  and  setting  the  base 
salary  amount  (or  the  guaranteed  minimum)  at  a  rate  that  is 
competitive  enough  to  attract  the  doctor  to  the  practice. 
Bonuses  were  often  awarded  "at  the  discretion  of  the  board". 


4 . 0  DISCUSSION 

Results  of  the  survey  of  group  practices  have  revealed 
striking  diversity  and  creativity  in  the  way  groups  combine  the 
various  payment  criteria  to  develop  their  own  unique  payment 
methodology.     When  considering  the  overall  design  of  the 
compensation  method,  virtually  no  two  groups  were  identical. 
Payment  methods  varied  not  only  on  which  criteria  were  used  in 
combination,  but  also  on  the  specifics  of  how  these  criteria  were 
applied. 

Despite  this  diversity  in  overall  payment  mechanisms, 
however,  there  was  much  agreement  on  the  general  criteria  that 
are  usually  considered.     Production,  or  revenue  generated  for  the 
group,  was  by  far  the  most  frequently  used  determinant  of  a 
physician's  remuneration.     Compensation  for  administrative  duties 
and  for  years  of  experience  with  the  group  was  also  relatively 
common.     Explicit  compensation  for  less  tangible  factors,   such  as 
quality  of  care,  was  rare. 

It  is  interesting  to  note  that,  although  volume  of  patients 
seen  is  a  very  easy  factor  to  measure,  it  was  not  often  used  by 
groups  as  a  determinant  of  physician  compensation.     This  is 
perhaps  related  to  the  fact  that  all  visits  are  not  equal; 
physicians  seeing  fewer,  but  more  severely  ill  patients  would  be 
penalized  by  a  payment  system  that  paid  on  patient  volume  alone. 
Attempts  to  rectify  this  inequity  by  adjusting  the  payment  to 
account  for  the  amount  of  time  required  to  produce  different 
types  of  visits  were  virtually  nonexistent  among  the  groups 
surveyed  in  our  sample.     This  is  in  striking  contrast  to  the 
newly  reformed  Medicare  physician  payment  system  that  now 
incorporates  estimates  of  the  time  involved  in  providing  a 
service  into  the  fee  for  that  service. 

Dollars,  on  the  other  hand,  are  also  easy  to  measure  and 
provide  a  means,  albeit  imperfect,  to  weight  visits  for 
variations  in  their  complexity.     Thus,  it  is  not  at  all 
surprising  to  find  many  groups  relying  on  production  as  the  basis 
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for  both  base  salary  and  bonus  determination.     Revenue  produced 
for  the  group  is,  after  all,  one  of  the  key  determinants  of 
whether  the  group  is  able  to  continue  in  existence.     But,  of 
course  in  our  current  health  care  system,  charges  for  specific 
services  may  have  little  to  do  with  the  value  of  that  service  to 
the  patient,  and  may  not  even  reflect  the  cost  to  the  group  of 
providing  the  service.    Under  this  system,  physicians  providing  a 
more  expensive  mix  of  services  earn  larger  incomes,  regardless  of 
the  value  of  their  services  to  the  patient,  and  regardless  of 
what  it  cost  the  group  collectively  for  the  individual  physician 
to  produce  his  or  her  portion  of  the  revenue.     Only  10  to  20 
percent  of  the  groups  adjusted  either  the  base  salary  or  the 
bonus  for  differences  in  the  amount  of  group  resources  used  by 
the  individual  physician.     Thus,  it  is  production  rather  than 
productivity  that  is  actually  being  rewarded  by  most  groups. 
Difficulties  in  allocating  joint  costs  undoubtedly  play  a  role 
here. 

Finally,  very  few  groups  have  designed  payment  systems  that 
explicitly  reward  patient  satisfaction,  quality  of  care,  or 
adherence  to  practice  guidelines,  although  many  groups  stated 
that  they  consider  such  factors  implicitly  when  deciding,  for 
instance,  whether  the  physician  should  remain  in  the  group. 
Clearly,  despite  their  conceptual  appeal,  the  difficulty  of 
measuring  these  factors  in  an  objective  fashion  is  a  major 
deterrent  to  their  use  as  determinants  of  compensation,  and  this 
survey  did  not  detect  any  innovations  in  this  regard.  Thus, 
there  seems  little  HCFA  can  learn  at  present  from  the  groups 
about  how  such  intangible  factors  could  be  incorporated  into  the 
Medicare  physician  payment  methodology. 
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SECTION  1:     INTRODUCTION  AND  METHODOLOGY 


1.1  Purpose 

The  purpose  of  this  task  order  is  to  examine  the  nature  and 
extent  of  physician  payment  differentials  in  health  care  settings 
where  physicians  are  salaried.     Based  on  a  literature  review  that 
identified  these  payment  settings  and  on  preliminary  discussions 
with  HCFA,  the  project  was  developed  as  a  two  phase  project. 
Phase  I  is  a  feasibility  study  based  on  telephone  interviews  with 
all  staff -model  HMOs.     Phase  II  will  use  the  results  from  Phase  I 
to  structure  mail  surveys  of  other  practice  settings  where 
physicians  are  employed  on  a  salaried  basis.     This  document,  to 
be  included  in  the  final  report,  describes  only  the  methodology 
and  results  for  Phase  I  of  the  project.     A  complete  discussion  of 
the  rationale  and  objectives  underlying  the  project  will  be 
included  in  the  final  report. 

In  this  section,  we  describe  the  methodology  used  to  survey 
staff-model  HMOs,  including  the  development  of  questions  used  in 
the  interview  guide.     Section  2  presents  the  results  of  these 
interviews.     The  section  begins  with  a  univariate  analysis  of  the 
HMO  responses  and  provides  a  general  description  of  the  results. 
In  order  to  further  categorize  the  responses,  this  discussion  is 
followed  by  a  more  detailed  bivariate  analysis.     Section  3 
discusses  the  implications  of  these  results  for  conducting  Phase 
II  of  the  project. 

1.2    Overview  of  Methodology 

The  approach  to  this  phase  of  the  project  consisted  of  five 
major  steps: 

1)  compiling  a  list  of  staff -model  HMOs  to  interview; 

2)  developing  an  interview  guide  to  be  used  during 
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conversations  with  staff-model  HMO  representatives; 

3)  conducting  the  interviews; 

4)  synthesizing  the  responses  and  the  analytic  results;  and 

5)  identifying  the  implications  of  the  results  for 
conducting  Phase  II  of  the  project. 

The  remainder  of  this  section  discusses  each  of  these  steps 
in  detail. 

1.3  List  of  Staff -Model  HMOs 

A  brief  literature  review  and  discussions  with  organizations 
familiar  with  HMOs  revealed  that  staff -model  HMOs  represent  a 
relatively  small  proportion  of  all  HMOs  (roughly  9  percent 
according  to  SMG  Marketing  Group) .     Inters tudy,  a  Minnesota  firm 
nationally  recognized  for  its  research  on  the  development  and 
structure  of  HMOs,  identified  66  staff -model  HMOs  in  existence  as 
of  January  1,  1989.     Based  on  this  information  and  discussion 
with  the  HCFA  Project  Officer,  it  was  decided  that  the  full 
universe  of  staff-model  HMOs  defined  by  InterStudy  would  be 
interviewed. 

1.4  Interview  Guide 

During  the  first  week  of  the  project,  specification  of  the 
issues  to  be  addressed  in  conversations  with  the  staff-model  HMOs 
were  discussed  with  the  Project  Officer.     The  initial  draft  of 
the  interview  guide  consisted  of  a  comprehensive  list  of 
questions  that  reflected  this  discussion  and  issues  raised  by  the 
literature  review.     Originally  intended  to  explore  payment 
differentials  by  specialty  and  board  certification,  the  scope  of 
the  interviews  was  broadened  to  allow  for  assessing  the  nature  of 
payment  differentials  by  other  criteria.     Thus,  draft  questions 
included  whether  the  HMO  pays  physicians  differentially  based  on 
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the  physician's  length  of  time  practicing  medicine,  the  volume  of 
patients  seen  by  the  physician,  or  the  productivity  of  the 
physician  (based  on  revenue  generated  relative  to  the  resources 
used) .     The  respondents  were  not  asked  to  specify  the  amounts  of 
any  payment  differentials;  the  information  requested  concerned 
only  the  criteria  by  which  HMOs  establish  payment  differentials. 

This  draft  was  reviewed  by  three  individuals  who  are  very 
familiar  with  the  organization  and  structure  of  HMOs.    We  asked 
these  individuals  to  make  comments  primarily  on  the  content  of 
the  questions  and,  based  on  their  survey  and  research  experience 
with  HMOs,  to  identify  questions  the  HMOs  might  have  difficulty 
or  reluctance  in  answering.     Based  on  their  comments,  the  draft 
questions  were  made  more  close-ended  and  the  total  number  of 
questions  was  reduced  to  include  only  those  felt  to  be  most 
important.    This  was  expected  to  shorten  the  interview  process 
and  lessen  the  burden  on  the  respondent. 

In  addition  to  questions  about  payment  differentials, 
descriptive  questions  about  the  structure  and  organization  of  the 
HMO  were  included  (e.g.,  how  long  the  HMO  had  been  in  operation, 
how  many  enrollees  the  HMO  serves,  the  number  of  physician  office 
sites  the  HMO  maintains,  and  the  number  of  full-time  physicians 
the  HMO  has  on  staff) .     These  questions  enable  the  payment 
difference  responses  to  be  categorized  along  several  dimensions, 
including  number  of  years  in  operation  and  size  of  the  HMO,  to 
identify  any  patterns  in  the  nature  of  physician  payment 
differentials  across  various  types  of  HMOs.     A  copy  of  the  final 
interview  guide  used  for  this  project  is  presented  in  Appendix  A 
of  this  report. 

1.5    Description  of  the  Interview  Process 

To  initiate  the  interview  process,  letters  were  sent  to  the 
President  or  Executive  Director  of  each  HMO.     The  purpose  of  the 
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letter  was  to  identify  Project  HOPE  and  to  improve  response 
rates.     This  letter  explained  the  purpose  of  the  project, 
identified  HCFA's  sponsorship,  and  stated  our  intent  to  call  and 
arrange  a  time  for  a  short  telephone  interview.    The  letter  also 
stated  that  the  Group  Health  Association  of  America  (GHAA)  was 
aware  of  the  survey  and  had  reviewed  the  interview  guide.  We 
indicated  that  should  the  addressee  not  be  the  appropriate 
respondent,  he  or  she  could  designate  the  appropriate  HMO 
spokesperson. 

The  second  step  in  the  interview  process  was  to  conduct  a 
small  pre-test  of  the  interview  guide.     Five  HMOs  in  diverse 
regions  of  the  United  States  were  contacted  and  asked  to  respond 
to  the  interview  questions.     Based  on  their  responses,  the 
interview  guide  was  further  refined  and  some  of  the  few  remaining 
open-ended  questions  were  made  more  focused.     The  results  of  the 
pre-test  are  discussed  in  more  detail  in  the  following  section. 
The  revision  of  the  interview  guide  was  completed  before  the 
remaining  interviews  were  conducted.     The  pre-test  reduced  to  61 
the  number  of  HMOs  for  which  we  would  collect  uniform  data. 

The  final  step  was  conducting  the  remaining  interviews. 
These  calls  were  divided  among  three  interviewers,  each  of  whom 
had  participated  in  the  pre-test  and  had  jointly  established 
common  interview  techniques  prior  to  beginning  the  interviews. 
Although  scheduled  to  take  place  over  three  weeks,  some  of  the 
contacts  were  difficult  to  reach.     Each  interview  took  15  to  20 
minutes  to  complete.    All  but  seven  of  the  interviews  were 
completed  within  six  weeks. 

1.6    Synthesis  of  Results 

At  the  completion  of  the  interview  phase  of  the  project,  the 
interviewers  discussed  the  range  of  responses  and  decided  on  a 
format  for  coding  the  responses.     The  responses  from  each 
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interview  were  coded  by  the  interviewer  into  a  data  base  format 
using  the  DBASE  IV  software  package.     When  all  the  responses  had 
been  coded,  the  data  base  was  converted  into  a  SAS  data  set.  The 
coding  of  each  variable  was  double-checked  for  accuracy  and 
consistency,  and  any  coding  problems  were  corrected  prior  to 
conducting  the  analyses. 

Six  variables  (e.g.,  number  of  enrollees,  years  in 
operation,  number  of  sites,  number  of  full-time  physicians, 
number  of  part-time  physicians,  and  number  of  family  practice 
physicians)  are  continuous.    All  remaining  variables  are 
discrete,  consisting  of  three  possible  answers:    No,  Yes,  or 
Inapplicable  (N/A) .     These  responses  were  coded  as  0  (No) ,  1 
(Yes) ,  or  2   (N/A) .     While  most  of  the  variables  reflect  answers 
to  specific  questions,  other  coded  variables  represent  often- 
repeated  answers  to  a  fairly  open-ended  question  (e.g.,  for 
bonuses  based  on  physician  performance,  the  respondent  would  list 
various  criteria  for  evaluating  the  physician;  the  criteria 
listed  repeatedly  became  new  variables  in  the  analysis) . 

The  first  analysis  consisted  of  producing  frequencies  of  all 
the  variables.     For  the  continuous  variables,  these  frequencies 
facilitated  identification  of  discrete  groups  into  which  the  data 
were  categorized.     The  second  analysis  consisted  of  performing 
specified  cross-tabulations  in  order  to  obtain  greater  detail 
about  the  payment  differentials  used  by  staff-model  HMOs  across 
various  organizational  characteristics.     The  results  are 
described  in  the  next  section. 
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SECTION  2:  RESULTS 


2.1    Results  of  the  Pre-Test 

The  five  HMOs  contacted  for  the  pre-test  of  the  survey  were 
located  in:     Chicago,  IL;  Spokane,  WA;  Eutaw,  AL;  Greenland,  NH; 
and  Providence,  RI.     Thus,  diverse  regions  as  well  as  both  rural 
and  urban  areas  were  represented.    The  number  of  years  in 
operation  among  the  five  HMOs  varied  from  three  to  18  years. 
These  HMOs  also  differ  across  the  approximate  number  of  enrollees 
(ranging  from  3,000  to  132,000),  the  number  of  physician  office 
sites  (two  to  50)  ,  and  the  number  of  physicians  on  staff  (one  to 
135)  .     Each  of  the  five  was  able  to  answer  most  of  the  questions 
and,  in  general,  provided  useful  information. 

Despite  the  variation  in  organizational  characteristics, 
their  responses  to  the  payment  differential  questions  revealed 
general  similarities.     Four  of  the  five  HMOs  paid  a  higher  salary 
for  a  board-certified  physician  than  for  a  non-board  certified 
physician.     These  four  also  did  not  adjust  the  physician's  salary 
based  on  the  volume  of  services  provided.     Three  paid 
differentially  on  the  basis  of  number  of  years  of  experience  of 
the  physician,   four  based  physician  salaries  on  an  established 
salary  formula,  and  two  offered  financial  bonuses  to  their 
physicians.     Thus,  while  the  size,  structure,  and  location  of  the 
five  HMOs  were  very  different,  the  patterns  of  payment 
differentials  were  less  distinct. 

During  our  conversations  with  these  five  HMOs,  it  became 
evident  that  some  questions  should  be  phrased  differently, 
additional  questions  should  be  included,  and  others  deleted  from 
the  interview  guide  to  improve  the  responses  and  to  shorten  the 
length  of  the  interview  further.    Specifically,  we  added  two 
questions:     1)  Is  the  HMO  for  profit  or  not-for-profit,  and  2) 
How  many  staff  physicians  are  primary  care  physicians?  Several 
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multi-stage  questions  were  condensed  into  shorter  versions  or 
combined  into  one  question.  Most  of  the  questions  addressing 
criteria  for  payment  differentials  were  left  unchanged,  however. 

2.2    Response  Rates  and  Completed  Interviews 

The  original  universe  of  staff-model  HMOs  included  66 
organizations  identified  by  InterStudy.    The  size  of  the  universe 
was  reduced  to  54  due  to  the  following  reasons: 

o    Five  HMOs  were  contacted  for  the  pre-test.     While  their 
responses  are  useful  in  terms  of  implications  for  Phase 
II  of  the  project,  the  set  of  questions  asked  of  the  five 
were  different  than  the  set  of  questions  asked  of  the 
remaining  HMOs  and  thus  the  pre-test  responses  were  not 
coded  for  analysis. 

o    Two  of  the  HMOs  were  part  of  other  HMOs  on  the  list  and 
administered  through  the  same  individual.     Thus,  while 
four  HMOs  were  listed,  they  only  counted  as  two 
responses. 

o    Five  HMOs  were  either  no  longer  in  existence  or  no  longer 
a  staff  model  HMO. 

Removing  these  HMOs  reduces  the  initial  universe  to  54  staff- 
model  HMOs.    As  of  this  writing,  eight  HMOs  have  been  contacted 
but  have  not  been  interviewed.     The  contacts  at  these  HMOs  have 
not  been  yet  able  to  set  up  an  appointment  for  the  interview  and 
have  indicated  that  there  is  no  other  individual  at  the  HMO  who 
could  be  of  assistance.     We  will  continue  to  try  to  arrange  an 
interview  with  them  and  will  include  their  responses  in  the  final 
report,  if  successful. 

Thus,  the  total  number  of  possible  interviews  with  responses 
to  be  included  in  the  analysis  was  54.    We  have  interviewed  46 
HMOs  which  results  in  an  overall  response  rate  of  85  percent.  We 
believe  that  we  will  be  able  to  contact  most  if  not  all  of  the 
remaining  HMOs. 
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At  most  HMOs ,  we  interviewed  the  President,  Executive 
Director,  or  General  Manager.     In  some  cases,  particularly  in  the 
larger  HMOs,  we  interviewed  another  HMO  spokesperson.  Examples 
of  these  representatives  include  Medical  Director,  Manager  of 
Physician  Placement,  and  Director  of  Risk  Management  and  Quality 
Assurance.    As  these  titles  suggest,  the  individual  responding  to 
our  interview  can  be  at  different  levels  within  the 
organizational  structure  of  the  HMO.    While  in  some  cases  it  was 
difficult  to  contact  the  individual  most  knowledgeable  about  the 
physician  payment  arrangements  at  a  particular  HMO,  we  are 
confident  that  in  the  majority  of  cases  the  contacts  were 
informative  and  provided  valid  information. 

2.3    General  Findings 

Table  1  presents  descriptive  characteristics  of  the  staff- 
model  HMOs  interviewed.    While  the  number  of  years  the  HMOs  have 
been  in  operation  range  from  two  to  over  100,  the  large  majority 
(32  of  46,  or  70  percent)  have  been  in  existence  for  15  years  or 
less.     We  found  great  variation  in  the  approximate  number  of 
enrollees  per  HMO  (from  1,000  to  400,000).    Although  three- 
quarters  had  less  than  70,000,  two  HMOs  reported  as  many  as 
400,000  enrollees.     Slightly  more  than  half  of  the  HMOs  (27)  are 
not-for-profit.    Over  half  (26)  have  five  or  fewer  physician 
office  sites,  with  more  than  80  percent  (37)  having  ten  or  less. 
The  number  of  sites  per  HMO  varies  from  one  to  30.     Only  eight 
HMOs  (17  percent)  have  sites  located  in  rural  areas,  as  defined 
by  the  respondents  (not  shown  in  table) . 

The  distribution  of  full-time  physicians  on  staff  as 
reported  by  each  HMO  extends  from  four  to  500,  with  three- 
quarters  (33)  employing  80  or  fewer.    The  number  of  part-time 
physicians  on  staff  (not  shown  in  table)  ranged  from  zero  to  100, 
with  80  percent  (28)  of  the  HMOs  that  responded  to  this  question 
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Table  1:    Descriptive  Characteristics  of  Respondent  HMOs 


|  Characteristic 

|  Number 

Percent  | 

|    Number  of  Years  in 

|  Operation: 

|  0-5 

I  I 
I        5  | 

10.9  | 

|  6-10 

I       11  I 

23.9  | 

|  11-15 

I       16  | 

34.8  | 

|  16-20 

I        7  I 

15.2  | 

|                         >  20 

I        7  I 

15.2  | 

|    Approximate  Number  of 

|    Enrol  lees: 

|  0-14,999 

i  i 

I       1°  I 

21.7  | 

|  15,000-30,000 

I       ™  | 

28.3  | 

;|               31 ,  UUU°  f  U  p  UUU 

j       ii  | 

51  O  I 

|                   >  70,000 

1       12  | 

26.1  | 

|    Tax  Status: 

j                For  Profit 

1        '9  ; 

/ 1  i  i 

41  .  J  j 

j          Not- For-Prof i t 

I  27 

JO.  f  j 

5      NuTDer  Or   ol  teSS 

1  1*3 

1  12 

26.7  | 

|  4-5 

I  14 

31.1  | 

|  6-10 

I  11 

24.4  | 

|                          >  10 

I  8 

I  17.8 

|    Number  of  Full-Time 
I    Physicians  on  Staff: 
|  1-15 

I 

I  11 

j  25.0 

|  16-35 

1  12 

|  27.3 

|  36-80 

I  1° 

j  22.7 

|                         >  80 

I  11 

|  25.0 

Note:    Totals  may  not  add  up  to  total  number  of  respondents  due 
to  missing  values. 

Note:    Percentages  calculated  including  missing  values. 
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employing  fewer  than  15.    The  reported  numbers  of  part-time  staff 
physicians  are  inexact  because  they  represent  both  actual 
estimates  and  FTEs  (full-time  equivalents) .     The  reporting  of 
this  variable  was  dependent  upon  the  respondent's  data  collection 
methods.     The  HMOs  were  asked  to  estimate  how  many  of  their  staff 
physicians  are  general  practice  or  primary  care  physicians. 
These  estimates  range  from  two  to  300,  with  about  two-thirds  of 
the  HMOs  (26)  employing  under  40  primary  care  physicians.  This 
category  was  defined  by  the  HMO  and  typically  included  the 
specialties  of  family  practice,  internal  medicine,  OB/GYN ,  and 
pediatrics . 

Employment  criteria  characteristics  of  the  surveyed  HMOs  are 
presented  in  Table  2.     Over  two-thirds  of  the  HMOs  (31)  require 
board  certification  (or  imminent  certification)   for  a  physician 
staff  position.     It  is  interesting  to  note  here  that  payment 
differentials  based  on  board  certification  do  exist  among  those 
HMOs  that  agree  to  hire  physicians  contingent  upon  imminent 
certification.     Of  the  15  respondents  who  reported  that  they 
would  hire  physicians  who  were  not  board  certified,  five  require 
that  the  physicians  be  at  least  board  eligible.    The  respondents 
generally  considered  a  physician  board  eligible  if  he  or  she  has 
completed  an  accredited  residency  program  and  will  take  the 
boards  upon  fulfilling  any  additional  requirements,  such  as 
performing  a  specified  number  of  procedures  beyond  residency. 
The  HMOs  were  asked  whether  they  verify  the  board  certification 
status  of  their  staff  physicians.     Of  the  44  HMOs  that  responded 
to  this  question,  all  reported  verifying  certification. 

When  asked  whether  a  staff  physician  must  be  board  certified 
to  be  considered  a  specialist  in  his  or  her  primary  field  of 
practice,  one-third  of  the  HMOs  (15)  replied  yes.     This  question 
was  regarded  as  inapplicable  to  the  eight  HMOs  that  do  not  employ 
specialists  directly.     Of  the  20  HMOs  not  requiring  board 
certification  for  specialist  designation,  15  require  board 
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eligibility  and  five  define  physicians  as  specialists  based  on 
other  criteria.     Examples  of  these  other  criteria  include  years 
of  experience  and  appropriate  training. 

Table  3  tabulates  the  criteria  used  by  the  HMOs  to  determine 
physician  payment  differentials  in  base  salaries.     The  survey 
found  that  the  four  most  prevalent  payment  determinants  are  board 
certification  status,  specialty,  years  of  experience,  and 
administrative  duties.     Although  other,  more  innovative  criteria, 
such  as  volume,  productivity,  and  quality  of  care,  are 
occasionally  reflected  in  base  salary  differentials,  they  are 
used  more  widely  by  the  HMOs  to  determine  physician  bonuses. 
Criteria  determining  bonus  payments  are  described  in  Table  4. 

Seventy-two  percent  of  the  respondents  (33)  pay  board- 
certified  physicians  higher  salaries  than  non-board  certified  or 
board  eligible  physicians.     This  question  was  not  relevant  to  the 
two  HMOs  that  employ  only  board-certified  physicians.     An  even 
higher  proportion  of  the  HMOs  (39,  or  85  percent)   reported  that 
their  physician  salaries  differ  by  specialty,  e.g. ,  OB/GYNs  are 
paid  more  than  ophthalmologists.     Two  HMOs  do  not  employ 
specialists  directly,  and  thus,  this  criterion  is  not  relevant 
for  them.    When  asked  whether  they  would  pay  higher  salaries  to 
physicians  who  are  board  certified  in  multiple  specialties, 
nearly  one-third  of  the  surveyed  HMOs  replied  that  they  would 
(not  shown  in  table)  .     Another  third  of  these  HMOs  do  not  employ 
physicians  certified  in  more  than  one  specialty. 

Years  of  experience  was  the  most  predominant  criteria  for 
determining  physician  salary  differentials.    Ninety-one  percent 
of  the  respondents  (42)  reported  that  they  pay  physicians 
according  to  years  of  experience.     The  survey  found  that  the  HMOs 
incorporate  several  subcriteria,  in  a  variety  of  combinations, 
into  their  measures  of  years  of  experience.  Seventy-eight 
percent  of  the  HMOs  (3  6)  define  years  of  experience  by  the 
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length  of  time  a  physician  has  been  practicing  medicine,  and  over 
half  (24)   incorporate  the  number  of  years  that  the  physician  has 
been  employed  by  the  HMO.     Nineteen  HMOs  define  experience  by 
both  years  practicing  medicine  and  years  at  the  HMO.    Only  two 
HMOs  base  the  years  of  experience  differential  on  the  length  of 
time  practicing  a  board  certified  specialty,  and  three  allow 
physicians  credit  for  previous  experience  in  a  managed  care 
setting. 

Only  a  few  of  the  HMOs  surveyed  base  payment  differentials 
on  the  volume  of  services  provided  by  a  physician.  Although 
several  respondents  indicated  that  they  are  exploring  ways  of 
incorporating  volume-based  differentials  into  their  salary 
payment  policies,  only  four  (9  percent)  currently  use  this 
criteria.     Of  these  four  HMOs,  three  adjust  their  volume  measures 
based  on  the  severity  of  illness  of  the  physician's  caseload,  and 
three  also  adjust  for  the  level  of  resources  used  by  the 
physician. 

Productivity  and  quality  of  care  represent  additional  salary 
differential  criteria  that  are  used  by  a  small  number  of  the 
survey  respondents,  although  more  appear  to  be  moving  in  this 
direction.     Currently,  six  HMOs  (13  percent)  pay  higher  salaries 
to  "more  productive"  physicians.    Measures  of  physician 
productivity  vary  across  the  HMOs  and  include  the  number  of 
patients  seen  per  specified  time  period  and  the  estimation  of 
cost-effectiveness.     Similarly,  11  respondents  (24  percent) 
reported  that  they  incorporate  evaluations  of  the  quality  of  care 
provided  by  physicians  into  payment  differentials.  These 
evaluations  are  based  on  various  measures  of  peer  review  and 
patient  satisfaction  surveys. 

A  large  proportion  of  the  HMOs  adjust  salaries  according  to 
non-clinical  activities  of  physicians.     The  survey  found  that  the 
most  common  activities  leading  to  salary  adjustments  are 
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administrative  duties.     Over  three-quarters  of  the  HMOs  (35) 
reported  compensating  physicians  for  undertaking  additional 
administrative  responsibilities,  such  as  those  of  a  medical 
director.    Only  one-quarter  of  the  HMOs  (12)  pay  physicians  for 
other  non-clinical  activities,  such  as  teaching  and  research.  At 
least  one  HMO  indicated  that  physicians  may  be  remunerated  for 
these  other  activities  by  other  organizations  (e.g., 
universities) . 

After  specifying  the  criteria  on  which  they  base  physician 
payment  differentials,  the  respondents  were  asked  whether  they 
follow  an  established  formula  for  incorporating  the  criteria. 
Well  over  half  (59  percent)  replied  that  they  follow  such  a 
formula  in  determining  physician  salaries.     In  the  other  HMOs, 
salaries  tended  to  be  negotiated  on  an  individual  basis  or  driven 
by  the  marketplace. 

Many  staff-model  HMOs  offer  physicians  financial  bonuses  in 
addition  to  salaries.     The  distribution  of  the  bonus  payment 
policies  are  shown  in  Table  4.     The  survey  found  that  59  percent 
of  the  HMOs  (27)  offer  bonuses  to  physicians.     While  criteria 
such  as  board  certification  status,  specialty,  years  of 
experience,  and  administrative  duties  tend  to  determine  base 
salary,  bonus  payments  are  generally  based  on  more  subjective 
criteria.    Of  the  HMOs  that  offer  bonuses,  four  reported  that 
they  calculate  bonuses  as  a  fixed  annual  percentage  of  salary, 
while  21  base  bonuses  on  measures  of  physician  performance. 
Performance  was  often  determined  by  criteria  such  as  volume, 
productivity,  and  quality  of  care.    A  few  HMOs  combined  a  fixed 
percentage  method  with  performance  measures  to  calculate  bonuses. 
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2.4     Detailed  Analyses 

2.4.1      Patterns  of  Payment  Differentials 

Tables  5A-5E  display  the  number  of  HMOs  using  various 
payment  criteria  according  to  a  number  of  different  descriptive 
characteristics  of  the  HMO:     number  of  years  in  operation, 
approximate  number  of  enrollees,  tax  status,  number  of  physician 
office  sites,  and  number  of  full-time  physicians  on  staff. 
Despite  the  bivariate  nature  of  these  tables,  the  conclusions  to 
be  drawn  are  similar  to  those  described  in  the  previous  section: 

o    with  some  minor  exceptions,  there  are  similarities  in  the 
use  of  physician  payment  differential  criteria  across 
types  of  staff -model  HMOs. 

o    board  certification,  specialty,  years  of  experience,  and 
administrative  duties  are  the  most  frequently  used 
criteria,  regardless  of  HMO  characteristics. 

o    other  criteria,  such  as  volume,  productivity,  quality  of 
care,  and  non-clinical  activities  are  used  more  often  in 
calculating  the  bonus  payment  amount  than  they  are  in 
determining  physician  base  salary. 

The  first  table,  Table  5A,  shows  the  use  of  a  physician 
payment  differential  across  the  number  of  years  the  HMO  has  been 
in  operation.    The  first  three  criteria  (board  certification, 
specialty,  and  years  of  experience)  and  administrative  duties 
were  the  criteria  used  most  often  by  all  of  the  HMOs,  regardless 
of  their  length  of  time  in  operation.     These  criteria  were  used 
in  over  half  of  the  HMOs  within  each  years  of  operation  category. 
The  HMOs  in  the  11  to  15  years  of  operation  are  slightly  more 
likely  to  use  quality  of  care  (six  out  of  16)  and  other  non- 
clinical activities  (also  six  out  of  16)  than  HMOs  in  any  other 
years  of  operation  category. 
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Tables  5B,  5Df  and  5E  show  the  use  of  payment  differential 
criteria  across  the  size  of  the  HMO,  as  measured  by  the 
approximate  number  of  enrollees,  number  of  physician  office 
sites,  and  number  of  full-time  physicians.    Again,  board 
certification,  specialty,  years  of  experience,  and  administrative 
duties  were  the  most  frequently  used  criteria,  and  over  half  of 
the  HMOs  in  each  size  group  used  them.    The  patterns  of  use  of 
the  other  payment  differential  criteria  are  similar  for  each 
group,  with  some  minor  exceptions.     For  example,  the  16,000  to 
30,000  enrollees  category  exhibits  lower  likelihood  of  using  any 
of  the  criteria,  and  HMOs  with  a  large  number  of  physician  office 
sites  are  only  slightly  more  likely  to  use  board  certification, 
specialty,  years  of  experience  and  administrative  duties  as 
criteria  for  a  payment  differential  than  are  HMOs  with  fewer 
physician  office  sites.     The  numbers  in  these  cells  are  small, 
however . 

In  Table  5E,  the  third  staff-size  category  (36  to  80 
physicians)  shows  a  higher  likelihood  of  using  adjustments 
according  to  quality  of  care  and  other  non-clinical  activities 
(four  and  six  out  of  ten  respectively)  than  the  other  staff-size 
categories  (three  and  two  out  of  11,  two  out  of  12,  and  two  out 
of  11) .    Administrative  duties  appear  to  be  slightly  more 
important  in  HMOs  with  more  physicians  and  this  activity  is 
remunerated.     Although  the  numbers  are  not  overwhelming,  the 
number  of  HMOs  using  patient  volume  per  physician  as  a  payment 
differential  criterion  decreases  as  staff-size  increases — 
possibly  indicating  difficulties  in  monitoring  such  a  criterion. 

Table  5C  shows  some  variation  in  the  use  of  various  payment 
differential  criteria  depending  on  whether  the  HMO  is  a  for- 
profit  or  a  not-for-profit  entity.     The  not-for-profit  HMOs  are 
more  likely  to  use  any  of  the  criteria  than  are  the  for-profit 
HMOs,  except  for  the  years  of  experience  criteria.     In  this 
instance,  18  of  19  for-profit  HMOs  use  this  criteria  as  compared 
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to  24  out  of  27  not-for-profit  HMOs.     Of  the  four  HMOs  that 
adjust  physician  salaries  based  on  the  volume  of  services 
provided,  all  are  not-for-profit.    The  not-for-profit  HMOs  are 
also  more  likely  to  adjust  physician  salaries  for  quality  of  care 
and  other  non-clinical  activities  (nine  out  of  27 — or 
approximately  33  percent — for  both  criteria  compared  to  less  than 
20  percent  for  these  criteria  in  for-profit  HMOs) .     Thus,  the 
not-for-profit  HMOs  appear  to  be  somewhat  more  innovative  in 
their  payment  mechanisms,  althought  both  types  of  HMOs  show  heavy 
reliance  on  the  four  most  common  criteria:     board  certification, 
specialty,  years  of  experience,  and  administrative  duties. 

In  summary,  the  examination  of  the  use  of  each  payment 
differential  criteria  across  various  HMO  characteristics  reveals 
very  few  differences  by  type  of  HMO.     Board  certification, 
specialty,  years  of  experience,  and  administrative  duties  are  the 
most  frequently  used  criteria  across  all  types  of  HMOs.     Table  6 
supports  this  conclusion.     It  shows,  for  all  of  the  Yes  responses 
to  a  payment  differential  criteria,  which  of  the  other  payment 
differential  criteria  are  also  used  by  the  HMOs.     For  example, 
for  all  the  HMOs  that  use  board  certification  as  a  criteria  for  a 
payment  differential   (33  HMOs) ,  29  also  use  specialty  as  a 
payment  differential  criteria,  31  also  use  years  of  experience, 
three  also  use  volume  of  services  provided  by  a  physician,  and  so 
on.      According  to  this  table,  the  four  criteria  used  most  often- 
-board  certification,  specialty,  years  of  experience,  and 
administrative  duties — are  often  used  jointly  as  well. 

2.4.2      Bonus  Payment  Characteristics 

In  addition  to  calculating  a  bonus  as  a  flat  percentage  of 
either  the  physician's  annual  salary  or  the  profit  generated  by 
the  HMO,  several  HMOs  have  fairly  complex  methods  for  calculating 
a  bonus  amount  based  on  evaluation  of  the  physician  according  to 
several  criteria.     These  criteria  can  include:     quality  of  care 
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provided  by  the  physician  (e.g.,  measured  by  peer  review  or  a 
patient  satisfaction  survey),  size  of  their  panel  (i.e.,  number 
of  patients)  ,  and  cost-effectiveness  of  their  practice.     In  at 
least  one  instance,  the  contact  confirmed  that  financial  bonuses 
were  offered  but  that  they  were  extremely  complex  and  negotiated 
fiercely  by  a  union.     Some  HMOs  had  exact  formulas  to  convert 
"scores"  on  the  various  evaluation  components  to  a  bonus  payment 
amount,  and  others  set  bonus  amounts  through  a  far  more 
subjective  approach. 

Table  7  presents  information  about  whether  a  financial  bonus 
is  offered  in  addition  to  the  salary  and  how  the  bonus  amount  is 
calculated,  across  various  characteristics  of  HMOs.  The 
likelihood  of  offering  a  bonus  increases  with  the  number  of  years 
in  operation  (except  for  the  over  2  0  years  category)  and  with 
increasing  number  of  enrollees.     As  may  be  expected,  for-profit 
HMOs  are  more  likely  to  offer  a  financial  bonus  than  the  not-for- 
profit  HMOs.     Over  half  of  the  for-profit  HMOs  offer  a  bonus 
while  less  than  half  of  the  not-for-profit  HMOs  do  so  (15  out  of 
19  compared  with  12  out  of  27)  . 

Of  those  HMOs  offering  bonuses,  they  are  clearly  more  likely 
to  calculate  the  bonus  payment  based  on  physician  performance 
characteristics  than  on  a  fixed  percentage  basis.    The  likelihood 
of  incorporating  physician  performance  measures  into  a  bonus 
payment  amount  increases  with  the  size  of  the  HMO,  as  measured  by 
number  of  enrollees,  but  the  pattern  is  not  the  same  when  size  of 
the  HMO  is  measured  by  the  number  of  physician  office  sites. 
For-profit  HMOs  are  more  likely  to  calculate  a  bonus  based  on 
physician  performance  characteristics  than  are  not-for-profit 
HMOs. 
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SECTION  3:     IMPLICATIONS  FOR  PHASE  II 


In  Phase  II,  other  organizations  in  which  physicians  are 
salaried  will  be  surveyed  to  assess  their  use  of  payment 
differentials.     The  results  of  Phase  I  have  implications  for 
Phase  II  of  the  study  in  two  areas:     1)    which  organizations  to 
survey,  and    2)     how  to  structure  the  survey. 

During  the  interviews  with  staff-model  HMOs  we  asked  whether 
they  were  familiar  with  other  types  of  organizations  that  employ 
physicians  on  a  salaried  basis  and  might  use  payment 
differentials.    The  respondents  suggested  that  some  hospitals  and 
physician  group  practices,  organizations  also  identified  during 
the  initial  research  for  the  project,  would  be  useful  settings  to 
survey.     Neither  did  our  preliminary  conversations  with  groups  or 
individuals  familiar  with  physician  payment  policies  nor  did  our 
interviews  with  staff -model  HMOs  reveal  additional  settings  that, 
when  surveyed,  might  yield  interesting  information  on  payment 
differentials.     Thus,  as  we  discussed  in  our  project  feasibility 
report,  hospitals  and  physician  group  practices  are  appropriate 
organizations  to  survey  to  obtain  additional  information  on 
payment  differentials  and  may  be  the  only  other  settings  that 
could  provide  this  information. 

The  responses  to  most  of  the  survey  questions  indicate  that 
the  majority  of  questions  were  not  difficult  to  answer  and 
provided  valid  information.    Thus,  we  feel  that  the  general 
structure  of  the  interview  guide  need  not  be  significantly 
altered.     However,  since  the  Phase  II  survey  is  a  mail  survey  and 
not  a  telephone  survey,  the  questions  should  be  tailored  to 
facilitate  written  response.     For  example,  during  the  telephone 
surveys,  the  interviewers  were  able  to  rephrase  a  question  or 
provide  examples  in  the  few  cases  where  the  HMO  contacts  were 
uncertain.     We  would  not  be  able  to  provide  this  type  of 
clarification  in  a  mail  survey.    Therefore,  once  the  interview 
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guide  is  structured  as  a  mail  survey,  a  pre-test  will  be 
conducted . 

In  addition,  the  Phase  I  results  indicate  the  importance  of 
four  payment  differential  criteria  in  particular:  board 
certification,  specialty,  years  of  experience,  and  administrative 
duties.    We  may  want  to  include  more  specific  questions  about 
these  four  criteria  than  we  asked  in  the  Phase  I  survey  (e.g., 
whether  years  of  experience  practicing  medicine  is  more  important 
than  the  number  of  years  a  physicians  has  been  at  the  HMO  in 
determining  a  payment  differential  for  years  of  experience) . 
Also,  since  we  will  be  surveying  a  larger  number  of 
organizations,  we  may  find  more  patterns  in  the  use  of  the  other, 
subjective  and  more  innovative  criteria.     Thus,  while  we  may 
focus  on  the  four  criteria  used  most  often,  we  would  also  like  to 
explore  in  more  depth  the  use  of  physician  performance  criteria 
(e.g.,  volume,  productivity,  quality  of  care)   for  establishing 
payment  differentials  in  these  other  settings. 
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APPENDIX  A:     INTERVIEW  GUIDE 


PHYSICIAN  PAYMENT  DIFFERENTIALS  INTERVIEW  GUIDE 

COVER  SHEET 

NAME  OF  CALLER:  

DATE  OF  INITIAL  CALL:  

NAME  OF  ORGANIZATION:  

ADDRESS :  

TELEPHONE  NUMBER:  

CONTACT  PERS  ON ( S ) :  


DATE ( S )   OF  FOLLOW-UP  CALL ( S ) : 


OTHER  CONTACTS: 


How  long  has  the  HMO  been  in  operation? 

Since   (or  Number  of  Years) 


Approximately  how  many  enrollees  do  you  currently  serve? 
Number   


Is  (name  of  HMO)  a  for  profit  or  not-for-profit? 
For  Profit   Not-For  Profit  


How  many  different  physician  office  sites  where  patients  are 
seen  do  you  have? 

Number    


Are  any  in  predominantly  rural  areas?        Yes   No. 


Approximately  how  many  full  time  physicians  do  you  have  on 
staff? 

Number  


Part  time?  Number 


How  many  are  general  or  family  practice  (primary  care) 
physicians? 

Number  


Is  board  certification  a  requirement  for  a  staff  position  at 
the  HMO  (or  at  least  board  eligible)? 

Yes   No  

How  do  you  define  board  eligible? 


If  YES,  do  you  verify  board  certification? 

Yes   No  

If  Yes,  how? 


Does  a  physician  at  the  HMO  have  to  be  board  certified  to 
be  considered  a  specialist  in  his/her  primary  field  of 
practice? 

Yes   No  


If  NO,  do  you  consider  a  physician  who  is  board 
eligible  to  be  a  specialist? 

Yes   No  


If  N0f  are  there  other  criteria  by  which  a 
physician  could  be  considered  a  specialist? 


7.      Do  physician  salaries  differ  by  board  certification  (e.g., 

do  board  certified  physicians  receive  a  higher  salary  than 

non-board  certified  or  board  eligible  physicians)? 

Yes   No 


8.      Do  physician  salaries  differ  by  specialty  (e.g.,  are 

dermatologists  paid  differently  than  gastroenterologists) ? 

Yes   No 


Do  physicians  certified  in  multiple  specialties  get 
paid  more? 

Yes   No 


9.      Are  there  salary  differences  based  on  the  volume  of  services 
provided  by  a  physician? 

Yes   No 


a)  If  YES,  over  what  time  period  is  this  applicable 
(e.g. ,  one  year) ? 


b)  If  YES .  is  any  consideration  given  to  severity  of 
illness  of  a  physician's  caseload? 


Yes 


No 


If  YES,  how  is  the  salary  adjusted? 


c)  If  YES .  are  there  any  adjustments  for  the  level  of 
resources  a  physician  uses? 

Yes  No 


If  YES,  how  is  the  salary  adjusted? 

10.  Do  physician  salaries  differ  by  years  of  experience? 

Yes   No  

a)  If  YES .  how  do  you  define  years  of  experience  (e.g., 
length  of  time  practicing  medicine,  length  of  time 
with  the  HMO,  or  length  of  time  practicing  the  board 
certified  specialty)? 

11.  Are  adjustments  to  the  salary  made  based  on  other  activities 
of  the  physician  (e.g.,  teaching,  research,  administrative 
functions,  community  service)? 

Yes   No 


a)  If  YES,  how  are  these  adjustments  made? 


12.     Are  there  other  criteria  that  might  lead  to  a  payment 
differential  (e.g. ,  quality  of  care,  size  of  panel) 


13.     Which  of  these  criteria  (of  those  established  above)   is  the 
most  important  in  determining  physician  base  salary? 


Which  is  the  second  most  important? 


Which  is  the  third  most  important? 


Is  this  ranking  different  for  new  hires  than  for 
currently  employed  physicians? 

Yes  No 


If  YES ,  how  does  the  ranking  differ? 


14.     In  determining  physician  salaries,  do  you  follow  an 
established  formula  for  incorporating  the  criteria  we 
discussed? 

Yes   No  


a)  If  YES,  how  does  the  formula  work? 


b)  If  NO,  are  payment  levels  therefore  more  flexible 
(i.e.,  open  to  negotiation)? 

Yes  No 


15.     Do  you  offer  physicians  financial  bonuses  outside  of  the 
salary? 

Yes  No 


If  YES,  are  the  criteria  important  for  determining  the 
base  salary  also  important  for  determining  the  bonus 
payment? 

Yes   No  

a)  If  YES,  are  the  relative  importance  of  these 
criteria  the  same? 

Yes   No  

b)  If  NO,  are  other  criteria  important? 
Yes   No  

If  YES,  what  are  the  other  criteria? 


Are  bonuses  calculated  as  a  fixed  percentage  annually? 
Yes   No  

If  NO,  how  are  these  bonuses  calculated? 


APPENDIX  B 


COPIES  OF  SURVEY  INSTRUMENTS 
FOR  GROUP  PRACTICE  SURVEYS 


OMB  No.:  0938-0605 
Expire*:  4/30/93 


SURVEY  OF  SOLE  PROPRIETORSHIP 
AND  NON-PROFIT  GROUP  PRACTICES 


This  survey,  sponsored  by  the  Health  Care  Financing  Administration  (HCFA)  and  conducted  by  Project  HOPE,  explore* 
the  criteria  used  in  your  practice  to  determine  compensation  for  employee  physicians  without  an  ownership  interest  in  the  practice. 
We  are  requesting  neither  physician-specific  information  nor  information  about  actual  compensation  levels.  While  your  participation 
is  voluntary,  your  response  will  help  to  inform  HCFA  of  the  criteria  physicians  consider  to  be  important  when  determining  their 
remuneration.  Identities  of  responding  groups  will  not  be  revealed. 

We  would  greatly  npprecinte  your  response  to  this  survey  by  June  19,  1992.  Please  respond  to  the  questions  so  as  to 
reflect  the  situation  as  it  existed  in  your  group  on  June  1,  1992.  If  you  have  any  questions,  please  contact  Julie  Schoenman  or  Marc 
Weisblatt  at  (301)656-7401. 


SURVEY  OF  SOLE  PROPRIETORSHIP 
AND  NON-PROFIT  GROUP  PRACTICES 


GROUP  CHARACTERISTICS 

Ii  your  practice  organized  ai  ■  group  practice? 
 Ye.   No 


•••  IF  NO.  YOU  SHOULD  NOT  HAVE  RECEIVED  THIS  SURVEY.  ,M 

•••  PLEASE  SKIP  TO  SECTION  D  ON  THE  BACK  PAGE  OF  SURVEY.  ••• 


Ii  your  group's  type  of  legal  organization  either  a  sole  proprietorship  or  a  non-profit  group? 
 Yes   No 

•••  IF  NO.  YOU  SHOULD  NOT  HAVE  RECEIVED  THIS  SURVEY.  "* 


PLEASE  SKIP  TO  SECTION  D  ON  THE  BACK  PAGE  OF  SURVEY. 


What  best  describes  your  group's  primary  affiliation? 
(Please  select  only  one  option.) 


_  Hospital-based  or  affiliated 
_  Free-standing 
Other 


•••  IF  OTHER.  YOU  SHOULD  NOT  HAVE  RECEIVED  THIS  SURVEY.  ••• 

•••  PLEASE  SKIP  TO  SECTION  D  ON  THE  BACK  PAGE  OF  SURVEY.  ••• 

Approximately  how  many  full-time  equivalent  (FTE)  physicians  are  employed  by  your  practice?  Please  include  only  those  physicians  who  do  not 
have  an  ownership  interest  in  the  practice. 

(To  compute  the  number  of  FTE  physicians,  count  non-owner  full-time  physicians  as  1 .0  FTE  and  noo-owner  part-time  physicians  as  the  number  of 
hours  they  work  per  week  divided  by  40    For  example,  a  pan-time  physician  working  20  hours  per  week  would  count  as  20/40  or  0.5  FTE. 
Physicians  working  more  than  40  hours  should  sull  be  counted  as  1.0  FTE.) 

 Full-lime  equivalent  physicians  employed  by  pracuce 


How  long  has  your  medical  group  been  in  pracuce? 
 (number  of  years) 

What  is  your  group  type? 

 Single  specialty   Multi-specialty 

Do  you  require  board  certification/eligibility  for  new  physicians  joining  the  group? 
 Yes   No   Some,  but  not  all 

As  a  matter  of  formal  policy,  would  a  physician  who  is  board  certified  receive  higher  compensation  than  if  he  or  she  were  not  board  certified? 
 Yes   No   Not  applicable  (all  physicians  in  group  or:  board  certified) 


B.  DETERMINATION  OF  COMPENSATION  FOR  NON-OWNER  EMPLOYEE  PHYSICIANS 

Total  compensation  is  comprised  of  the  physician's  base  salary  plus  any  bonuses  that  (s)he  may  receive.  In  this  section  of  (he  survey,  there  are  two 
questions  dealing  with  total  compensation,  followed  by  separate  tables  and  questions  dealing  with  base  salary  and  bonuses.  Please  lake  care  to  consider  only 
base  salary  when  completing  the  section  for  base  salary  and  only  bonuses  when  completing  the  section  pertaining  to  bonuses. 

TOTAL  COMPENSATION 
Bl .  What  best  describes  your  overall  compensation  method  for  non-owner  employee  physicians? 

(Please  select  only  one  option.) 

 100*  equal  share 

 straight  salary 

 salary  plus  bonus 

 50*  or  less  productivity  -  remainder  oilier  means 

 51-75*  productivity-  remainder  other  means 

 76-99*  productivity  -  remainder  other  means 

 100*  productivity 

 guaranteed  minimum  salary  -  productivity  if  greater  than  minimum 

 other     


B2.  Do  you  follow  an  established  formula  when  determining  either  the  base  salary  or  bonuses  for  non-owner  employee  physicians? 

(Please  check  the  appropriate  column  for  both  base  salary  and  bonuses.) 

Formula  Used  Formula  Not  Used 


Base  Salary 
Bonuses 


If  you  use  a  formula  for  either  base  salary  or  bonuses,  please  explain  how  the  formula  works.  Note  that  some  of  this  information  is  requested  i 
more  specific  terms  in  Questions  B3  and  B7.  Use  Section  C  on  page  8  if  more  space  is  needed. 
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For  each  criterion  for  which  you  marked  'YES'  in  the  preceding  table,  plane  rate  iu  importance  m  a  determinant  of  base  lalarv  for  non-owner 
employee  phyiicioni  (circle  the  appropriate  response:  1  =  little  importance.  5  =  great  importance).  If  you  marked  "NO"  for  a  given  criterion  in 
the  preceding  table,  please  circle  NA  (not  applicable)  for  that  criterion  below. 


a)  Volume  of  patients  seen  (number  of  visits). 

b)  Production  (revenue  generated  for  group).. 

c)  Yean  in  specialty  

d)  Years  with  the  practice  

e)  Administrative  duties  

0  Patient  satisfaction  

g)  Quality  of  core  

h)  Adherence  to  practice  guidelines  

i)  Other  

(Please  list,  if  applicable) 


Not 
Applicable 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 


Utile 
Importance 


Great 
Importance 


4  5 
4  S 
4  5 


Are  adjusunents  to  base  salnrv  made  for  differences  in  the  amount  of  group  resources  (e.g. ,  nursing  staff  hours,  medical  supplies,  office  space,  etc.) 
used  by  the  physician  to  treat  his/her  patients? 

 Yes   No 

If  yes,  please  explain  what  types  of  resources  are  considered  and  how  these  adjustments  are  mode  (use  Section  C  on  page  8  for  continuations,  if 
needed): 


BONUSES 

Does  your  group  offer  bonuses  for  non-owner  employee  physicians  in  addition  to  the  base  salary? 

 Yes   No 


IF  NO.  PLEASE  SKIP  TO  SECTION  C  ON  PAGE  8. 
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B8.  For  each  criterion  for  which  you  marked  "YES"  in  the  preceding  mole,  please  rate  iu  importance u  a  determinant of  bonuses  for  noo-owner 

employee  physicians  (circle  Ihe  oppropriatc  response:  1  =  little  importance.  5  =  great  importance).  If  you  marked  "NO"  for  a  given  criterioB  i 
the  preceding  table,  please  circle  NA  (not  applicable)  for  that  criterion  below. 


a)  Volume  of  patients  seen  (number  of  visits). 

b)  Production  (revenue  generated  for  group).. 

c)  Yean  in  specialty  

d)  Yean  with  the  practice  

e)  Administrative  duties  

0  Patient  satisfaction  

g)  Quality  of  care  

h)  Adherence  to  practice  guidelines  

i)  Other  

(Please  list,  if  applicable) 


Not 
Applicable 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 


Little 
Importance 


Great 
Importance 


B9.  Are  adjustments  to  bonuses  mode  for  differences  in  the  amount  of  group  resources  (e.g.,  mining  staff  noun,  medical  supplies,  office  space, 

used  by  the  physician  to  treat  his/her  patients? 

 Yea   No 


If  yea.  please  explain  what  types  of  resources  are  considered  and  how  these  adjustments  are  made  (use  Section  C  below  for  contmuarioaa.  if 
needed): 


C.  COMMENTS  AND  CONTINUATIONS 

Please  use  the  space  below  to  comment  on  any  issues  relevant  to  the  determination  of  physician  compensation  that  were  not  addressed 
the  survey  (e.  g. ,  other  types  of  compensation  criteria)  or  to  provide  general  comments  on  the  survey.  This  space  can  also  be  used  for  continuation  of 
explanations  begun  in  Section  B  (please  clearly  identify  the  number  of  the  question  to  which  each  continuation  applies). 


(Section  continued  on  next  page.) 


8 


(Please  turn  to  back  of  page  and  complete  Section  D.) 
9 


The  information  you  have  provided  will  not  be  identified  with  your  practice  in  any  description  of  survey  results.  So  that  we  may  clarify  toy 
questions  that  might  arise  about  these  responses,  please  list  the  name  of  the  person  completing  this  form  along  with  his/her  phone  number.  Abo, 
please  correct  any  erroneous  information  on  the  attached  mailing  label. 


Nunc: 
Phone: 


attach  mailing  label  here 


Thank  you  for  your  time  and  cooperation. 


Please  return  the  completed  survey  in  the  enclosed  envelope  to: 


HCFA  Group  Practice  Survey 
Project  HOPE 
Center  for  Health  Affairs 
Two  Wisconsin  Circle.  Suite  500 
Chevy  Chose.  MD  20815 


OMB  No.:  0938-0605 
Expires:  4/30/93 


SURVEY  OF  PROFESSIONAL  CORPORATION, 
BUSINESS  CORPORATION  AND  PARTNERSHIP  GROUP  PRACTICES 

This  survey ,  sponsored  by  the  Health  Care  Financing  Administration  (HCFA)  and  conducted  by  Project  HOPE,  explore! 
physician  payment  methodologies  employed  by  your  group.  Both  the  determination  of  compensation  for  employee  physicians  without 
an  ownership  interest  (.if  applicable)  and  the  criteria  used  to  distribute  the  group's  income  among  physicians  with  an  ownership 
interest  in  the  practice  (i.e. .  shareholding  physicians)  are  of  interest.  Sections  B  and  C  of  this  survey,  respectively,  address  these  two 
issues  separately . 

We  are  requesting  neither  physician-specific  information  nor  information  about  actual  compensation  levels.  While  your 
participation  is  voluntary,  your  response  will  help  to  inform  HCFA  of  the  criteria  physicians  consider  to  be  important  when 
determining  their  remuneration.  Identities  of  responding  groups  will  not  be  revealed. 

We  would  greatly  appreciate  your  response  to  this  survey  by  June  19,  1992.  Please  respond  to  the  questions  so  as  to 
reflect  the  situation  as  it  existed  in  your  group  on  June  I,  1992.  If  you  have  any  questions,  please  contact  Julie  Schoenmanor  Marc 
Weisblatt  at  (30 1)656-7401. 


SURVEY  OF  PROFESSIONAL  CORPORATION, 
BUSINESS  CORPORATION  AND  PARTNERSHIP  GROUP  PRACTICES 

A.          GROUP  CHARACTERISTICS 
Al.           Is  your  practice  organized  as  a  group  practice? 
 Yes   No 

•••  IF  NO.  YOU  SHOULD  NOT  HAVE  RECEIVED  THIS  SURVEY.  ••• 

•••  PLEASE  SKIP  TO  SECTION  E  ON  THE  BACK  PAGE  OF  SURVEY.  •** 

A2.            Is  your  group's  type  of  legal  organization  either  a  professional  corporation,  a  business  corporation  or  a  partnership? 
 Yes   No 

•••  IF  NO.  YOU  SHOULD  NOT  HAVE  RECEIVED  THIS  SURVEY.  *** 

•••  PLEASE  SKIP  TO  SECTION  E  ON  THE  BACK  PAGE  OF  SURVEY. 

A3.  What  best  describes  your  group's  primary  affiliation? 

(Please  select  only  one  option.) 

  Hospital-based  or  affiliated 

  Free-standing 

  Other.  


•••  IF  OTHER.  YOU  SHOULD  NOT  HAVE  RECEIVED  THIS  SURVEY.  ••• 

•••  PLEASE  SKIP  TO  SECTION  E  ON  THE  BACK  PAGE  OF  SURVEY.  ••• 

A4.  Approximately  how  many  full-time  equivalent  ( FTE)  physicians  are  in  your  practice?  Please  include  employee  physicians  without  an  ownership 

interest  in  the  practice  aa  well  as  shareholding  physicians. 

(To  compute  the  number  of  FTE  physicians,  count  full-time  physicians  as  1 .0  FTE  and  part-time  physicians  as  the  number  of  hours  they  work  per 
week  divided  by  40.  For  example,  a  part-time  physician  working  20  hours  per  week  would  count  as  20/40  or  0.5  FTE.  Physicians  working  more 
than  40  hours  should  still  be  counted  as  1 .0  FTE.) 

 Full-time  equivalent  physicians  in  the  practice 


AS.            How  long  has  your  medical  group  been  in  practice? 
 (number  of  years) 

A6.  What  is  your  group  type? 

 Single  specialty  _____  Multi-specialty 

A7.            Do  you  require  board  certification/eligibility  for  new  physicians  joining  the  group? 
 Yes   No   Some,  but  not  all 

A8.            As  a  matter  of  formal  policy,  would  a  physician  who  is  board  certified  receive  higher  compensation  than  if  be  or  she  were  not  board  certified? 
 Yes   No   Not  applicable  (all  physicians  in  group  are  board  certified) 

A9.            Do  ail  physicians  in  your  group  have  an  ownership  interest  in  the  practice? 
 Yea   No 

•••  IF  YES.  PLEASE  SKIP  TO  SECTION  C  ON  PAGE  9.  ••• 


I 


B.  DETERMINATION  OF  COMPENSATION  FOR  NON-OWNER  EMPLOYEE  PHYSICIANS 

Total  compensation  is  comprised  of  the  physician's  base  salary  plus  any  bonuses  that  (s)he  may  receive.  In  this  section  of  the  survey,  there  are  C 
questions  dealing  with  total  compensation,  followed  by  separate  tables  and  questions  dealing  with  base  salary  and  bonuses.  Please  take  care  to  consider  only 
base  salary  when  completing  the  section  for  base  salary  and  only  bonuses  when  completing  the  section  pertaining  to  bonuses. 

TOTAL  COMPENSATION  FOR  NON-OWNER  EMPLOYEE  PHYSICIANS 
Bl .  What  best  describes  your  overall  compensation  method  for  non-owner  employee  physicians? 

(Please  select  only  one  option.) 

 100%  equal  share 

 straight  salary 

 salary  plus  bonus 

 50%  or  less  productivity  -  remainder  other  means 

 51-7556  productivity  -  remainder  other  means 

76-99%  productivity  •  remainder  other  means 
 100%  producuvity 

 guaranteed  minimum  salary  -  productivity  if  greater  than  minimum 

  other  


B2.  Do  you  follow  an  established  formula  when  determining  either  the  base  salary  or  bonuses  for  non-owner  employee  physicians? 

(Please  check  the  appropriate  column  for  both  base  salary  and  bonuses.) 

Formula  Used  Formula  Not  Used 

Base  Salary     

Bonuses     

If  you  use  a  formula  for  either  base  salary  or  bonuses,  please  explain  how  the  formula  works.  Note  that  some  of  this  information  is  requested  i 
more  specific  terms  in  Questions  133  and  117.  Use  Section  O  on  page  16  if  more  spice  is  needed. 
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B4. 


B5. 


For  emcb  criterion  for  which  you  marked  "YES"  in  the  preceding  table,  please  rate  iu  importance  m  »  determinant  of  bgetakg  for  SSSSSSS 
employee  physicians  (circle  the  appropnote  response:  1  =  little  importance.  5  =  great  importance).  If  you  marked  "NO"  for  a  |rven  cmenoo  m 
the  preceding  table,  please  circle  NA  (not  applicable)  for  that  criterion  below. 


a)  Volume  of  patients  seen  (number  of  visits). 

b)  Production  (revenue  generated  for  group).. 

c)  Yean  in  specialty  

d)  Yean  with  the  practice  

e)  Administrative  duties  

0  Patient  satisfaction  

g)  Quality  of  care  

h)  Adherence  to  practice  guidelines  

0  Other  

(Please  list,  if  applicable) 


Not 
Applicable 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 


Utile 
Importance 


Great 
Importance 


Are  adjustments  to  the  base  salary  of  a  non-owner  employee  physician  mode  for  differences  in  the  amount  of  group  resources  (e.g.,  nunsag  staff 
hours,  medical  supplies,  office  space,  etc.)  used  by  the  physician  to  treat  his/her  patients? 

Yes  No 


If  yes.  please  explain  what  types  of  resources  ore  considered  and  how  these  adjustments  are  made  (use  Section  D  on  page  16  for  cotttMsastlOBa.  if 
needed): 


BONUSES  FOR  NON-OWNER  EMl'LOVEE  PHYSICIANS 
B6.            Does  your  group  olfcr  bonuses  ior  non-owner  employee  physicians  in  addition  to  the  base  salary? 
 Yes   No 

•••  IF  NO.  PLEASE  SKIP  TO  SECTION  C  ON  PAGE  9.  •■• 
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For  each  criterion  for  which  you  marked  "YES"  in  die  preceding  table,  please  rate  iU  importance  aa  a  determinant  of  bonuaea  for  non-owner 
employee  physician*  (circle  the  appropriate  response:  1  =  littie  importance.  5  =  great  importance).  If  you  marked  "NO*  for  a  given  criterion  n 
the  preceding  table,  please  circle  NA  (not  applicable)  for  that  criterion  below. 


a)  Volume  of  pauents  seen  (number  of  visits). 

b)  Production  (revenue  generated  for  group).. 

c)  Years  in  specialty  

d)  Yean  with  the  practice  

e)  Administrative  duties  

0  Patient  satisfaction  

g)  Quality  of  care  

h)  Adherence  to  practice  guidelines  

0  Other  

(Please  list,  if  applicable) 


Not 
Applicable 

Little 
Importance 

Great 
Importance 

NA 

1 

2 

1 

J 

NA 

1 

2 

x 

J 

NA 

1 

2 

3 

4  5 

NA 

1 

2 

3 

NA 

1 

2 

3 

NA 

1 

2 

3 

NA 

1 

2 

3 

NA 

1 

2 

3 

NA 

1 

2 

3 

4  5 

3  4  5 
3    4  5 


Are  adjustments  to  tonuses  of  non-owner  employee  physicians  made  for  difference*  in  the  amount  of  group  resources  (e.g.,  nursing  staff  hours, 
medical  supplies,  office  space,  etc.)  used  by  die  physician  to  treat  his/her  palicnl*7 

 Yes   No 

If  yes.  please  explain  what  typo  of  resources  are  considered  and  how  these  adjustment*  are  nude  (use  Section  D  on  page  16  for  continuation*,  i 
needed): 


Doe*  the  income  distribution  incdiod  for  shareholding  phymcion*  differ  from  the  method  for  determining  compensation  for  non-owner  employe 
physician*  (a*  just  described  above)? 

 Ye*   No 


IF  NO.  PLEASE  SKIP  TO  SECTION  0  ON  PAGE  16. 
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c. 


INCOME  DISTRIBUTION  CRITERIA  FOR  SHAREHOLDING  PHYSICIANS 


Total  compensation  is  comprised  of  the  physician's  base  salary  plus  any  bonuses  thai  (s)he  may  receive.  In  this  section  of  the  survey,  there  are  two 
questions  dealing  with  total  coinpensaiion.  followed  by  separate  tables  and  questions  dealing  with  base  salary  and  bonuses.  Please  take  care  to  consider  only 
base  salary  when  completing  the  section  for  base  salary  and  only  bonuses  when  completing  the  section  pertaining  to  bonuses. 


TOTAL  COMPENSATION  FOR  SIl/VREllOLDrNG  PHYSICIANS 
CI.  What  best  describes  your  group's  method  for  distributing  group  income  among  physicians  with  on  ownership  interest  to  the  practice? 

(Please  select  only  one  option.) 

  100%  equal  share 

  straight  salary 

  salary  plus  bonus 

  50%  or  less  productivity  •  remainder  other  means 

  S 1  -75  %  productivity  •  remainder  odier  means 

  76-99%  productivity  -  remainder  other  means 

  100%  productivity 

  guaranteed  minimum  salary  -  productivity  if  greater  than  minunum 

  other:  


C2.  Do  you  follow  on  established  formula  when  determining  cither  the  base  salary  or  bonuses  for  shareholding  physicians? 

(Please  check  the  appropriate  column  for  both  base  salary  and  bonuses.) 

Formula  Used  Formula  Not  Viai 

Base  Salary     

Bonuses     

If  you  use  a  formula  for  cither  base  salary  or  bonuses,  please  explain  how  the  formula  works.  Note  that  some  of  this  information  is  requested  m 
more  specific  terms  in  Quesuons  CI  and  C7.  Use  Section  U  on  page  16  if  more  space  is  needed. 
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For  each  criterion  for  which  you  marked  'YES*  in  the  preceding  table,  please  rate  ita  importance  aa  a  determinant  of  baae  aalarv  for  ahareholdiat 
physic  ion*  (circle  the  appropriate  response:   I  =  little  importance.  5  =  great  importance).  If  you  marked  "NO"  for  a  given  criterion  n  the 
preceding  table,  please  circle  NA  (not  applicable)  for  that  criterion  below. 


Not 
Applicable 

Little 
Importance 

Great 
Importance 

  NA 

1  2 

3 

4 

5 

NA 

1  2 

3 

4 

5 

  NA 

1  2 

3 

4 

5 

NA 

1  2 

3 

4 

5 

NA 

1  2 

3 

4 

5 

NA 

1  2 

3 

4 

5 

a  |  til  inli  t\j  j\w  r-n  r*T° 

NA 

1  2 

3 

4 

5 

NA 

1  2 

3 

4 

5 

NA 

(Please  list,  if  applicable) 

1  2 

3 

4 

5 

1  2 

3 

4 

5 

1  2 

3 

4 

5 

Are  adjustments  to  the  base  salary  of  a  shareholding  physician  made  for  differences  m  the  amount  of  group  resources  <e.g..  nursing  staff  hours, 
medical  supplies,  office  space,  etc.)  used  by  the  physician  to  treat  his/her  patients? 

 Yea   No 

If  yea,  please  explain  what  types  of  resources  are  considered  and  how  these  adjustments  are  made  (use  Section  D  on  page  16  for  connrassnona,  if 
needed): 


BONUSES  FOR  SHARKIlOl.niNC  PHYSICIANS 

Does  your  group  offer  bonuses  for  shareholding;  physicians  in  addition  to  the  base  salary? 
 Yes   No 


IF  NO.  PLEASE  SKIP  TO  SECTION  D  ON  PAGE  16. 


12 


"8 

1 

a 

.9 

8 

I 
Sa 
o 


s. 

s 

Q 
a 


111 

S  2  | 

§  i  I 

sill 

is  f  I 

—  -o  S  a. 


a 


5  s 


8  u 

it 

m  o 

i 

li 
0"! 1 

s=  5  -S 


n 

"5  I 
.5  s 
i  s 
If 

s  h 
oil 

>•  o  ^ 

Ss  3  a. 


i? 

r  a 

•  o 

g  ^ 

!  ■ 


°-  s 

,9  « 


»  -s 


J 

0.-3  0: 


O  o 

„  u  n 
1  3  J! 


«-  -f?  2 


O  5=. 

•>  3 

_  ;» 

O  V- 

>  * 


O 
z 


a  > 


.a 


I 


s. 

z 

o 

e 

Sa 

8 

G 

s 

1 


.9 
■E 

1 
* 

U 

s- 


.5 


.s 


e 

S 


S3 
>• 


I 


For  each  criterion  for  which  you  marked  "YES"  in  the  preceding  table,  please  rale  it*  importance  at  a  determinant  of  bonuaea  for  shareholding 
phytic  loot  (circle  the  appropriate  response:  1  =  little  importance.  5  =  great  importance).  U  you  marked  "NO*  for  a  given  cntenoo  ■»  the 
preceding  table,  please  circle  NA  (not  applicable)  for  that  criterion  below. 


Not 
Applicable 

Little 
Importance 

Great 

Imoottance 

NA 

1  2 

3 

4  5 

  NA 

1  2 

3 

4  5 

NA 

1  2 

3 

4  5 

NA 

1  2 

3 

4  5 

1  **> 
1  I 

3 

A  C 
^  J 

I  2 

J 

A  C 

^  3 

M  A 

1  1 

1  i 

3 

4  5 

  NA 

1  2 

3 

4  5 

  NA 

(Pleate  List,  if  applicable) 

1  2 

3 

4  5 

1  2 

3 

4  S 

t  2 

3 

4  5 

Are  adjustments  to  bonuaea  of  shareholding  physicians  made  for  differences  in  the  amount  of  group  resources  (e.g..  nurae  staffing  hours,  medical 
supplies,  office  space,  etc.)  used  by  the  physician  to  treat  his/her  patients? 

 Yea   No 


If  yea,  please  explain  what  types  of  resources  are  considered  and  how  these  adjustments  ate  made  (use  Section  D  on  page  16  for 
needed): 


D.  COMMENTS  AND  CONTINUATIONS 

Please  use  the  space  below  to  comment  on  any  issues  relevant  to  the  determination  of  physician  compensation  that  were  got  addressed  ad  spates?  by 
the  survey  (e.g..  other  type*  of  compensation  criteria)  or  to  provide  general  comments  on  the  survey.  This  space  can  also  be  used  for  cootmuaQoea of 
explanations  begun  in  Sections  B  and  C  (please  clearly  identify  the  number  of  the  question  to  which  each  continuation  spplici). 


(Section  continued  on  next  page.) 
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(Pteaae  turn  to  back  of  paga  and  complete  Section  E.) 
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The  infonnatioo  you  have  provided  will  not  be  identified  with  your  practice  in  any  deacriptioo  of  survey  remits.  So  that  we  may  clarify  any 
questions  that  might  arise  about  these  responses,  please  list  the  name  of  the  person  completing  this  form  along  with  his/her  phone  number.  Also 
please  correct  any  erroneous  information  on  the  attached  mailing  label. 


Name:  _ 
Phone: 


Thank  you  for  your  time  and  cooperation. 


Please  return  the  completed  survey  in  the  enclosed  envelope  to: 


HCFA  Group  Practice  Survey 
Project  HOPE 
Center  for  Health  Affairs 
Two  Wisconsin  Circle.  Suite  500 
Chevy  Chase.  MD  2081S 


BCH5  00014131 


